New Orleans Medical 


and 


Surgical 


Journal 





Vol. 88 


JANUARY, 1936 No. 





THE COLLAPSE PROGRAM IN 
ADVANCED PULMONARY 
TUBERCULOSIS* 

Cc. A. THOMAS, M. D. 
and 


S. C. DAVIS, M. D. 
Tucson, ARIZ. 


Collapse therapy has two appeals; its first ap- 
peal should be to the public health service be- 
cause of the fact that if it is properly used, it 
isolates mechanically a carrier in every success- 
ful case. This, as a health measure, has up to 
the present time been entirely overlooked by 
the United States Public Health Service, by 
every this 


country except Chicago. As an invitation for 


state and every municipality of 
the public health men to further interest them- 
selves in tuberculosis, I want to invite their at- 
tention to the fact that tuberculosis kills more 
people between the ages of 15 and 25 years 
than any other disease. It kills more people in 
this age period than diphtheria, scarlet fever, 
and small pox combined. Collapse therapy is of- 
fered as a quarantine measure of the greatest 
importance because if it is used early, it pre- 
vents cavitation and open cases. If successfully 
used in open cases, it establishes a quarantine 
within the patient’s own body by giving the 
proper sputum conversion. Its second appeal is 
to the physician who is interested in pulmonary 
tuberculosis, especially those physicians who are 
called upon to treat advanced cases of this dis- 
ease. 

The National 


ures, based on a survey of many sanatoria for 


Tuberculosis Association fig- 
the vear 1928 with follow up, give this report: 
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Minimal cases entering sanatoria: 23 died 

years. 

Moderately advanced cases: 67 
years. 


died in 


Far advanced cases: 90 died in 5 years. 

Of this group 88 with cavities 1-2 cm. 
diameter died in 3 years. 

According to Whitney, statistician for the 
National there are 
approximately 400,000 cases of tuberculosis in 
the advanced stages in the United States;.and 


Tuberculosis Association, 


if 88 die in 3 years, certainly our sanatorium 
regime needs revision. We do not decry sana- 
toria nor a sanatorium regime; on the contrary, 
we recognize these as essential parts of the col- 
lapse program because of the systematic rest 
and high caloric diet they afford, as well as for 
their disciplinary and educational features. 

The collapse program is the real structure 
built on the foundation of the sanatorium and 
its regime. Furthermore, in the institutions 
where the collapse program is used, it quickly 
converts them 


from more or less aristocratic 
boarding houses into active hospitals, and fills 
both the medical staff and patients with optim- 
ism. This type of therapy offers practically the 
only hope to cavernous cases of this disease 
and cures many patients whose condition would 
otherwise be entirely hopeless. When collapse 
therapy is used, many of these patients are be- 
ing returned to active and happy lives no longer 
a menace to their families. 

Pulmonary tuberculosis is a surgical disease 
from the time the diagnosis is made. Patients 
with pulmonary tuberculosis are as much en- 
titled to surgery as patients with acute append- 
icitis, yet many good surgeons are still divid- 
ing tuberculosis into surgical and pulmonary 


diseases. The day has passed when surgery 
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was considered radical treatment in appendicitis, 
and so has the day passed when surgery is con- 
sidered radical treatment in pulmonary tuber- 
culosis. The surgical treatment of pulmonary 
tuberculosis is the greatest advance in the treat- 
ment of this disease since the sanatorium or bed 
rest regime was established almost fifty years 
ago. 
conservative surgery, but it is a question of 


It is no longer a question of radical or 


rational treatment. 

The treatment of tuberculosis is no longer a 
one-man job, but requires the combined judg- 
ment of a well-rounded staff consisting of at 
least one or two internists, a surgical staff 
trained in the use of all collapse measures; an 
eye, ear, nose, and throat man, also a gastro- 
enterologist. Radiological and clinical labora- 
tories are also essential. One sanatorium of 100 
bed capacity, of which we have charge, has such 
a staff, and we carry from 70-80 of all cases 
under some form of collapse therapy at all 
times. The only patients in this institution who 
are not under some form of collapse are the 
new arrivals or those who are considered entire- 
ly hopeless. 

There are ten different proven procedures for 
use in the collapse treatment of pulmonary tu- 


berculoses: 
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1. Sanatorium regime 
2. Bronchoscopy 

3. Pneumothorax 

4. Oleothorax 

5. Phrenic interruption 


a. Temporary 
b. Permanent 
6. Scaleniotomy 
7. Internal pneumonolysis 
a. Open 
b. Closed—Jacobeus 
8. Extrapleural pneumonolysis 
9. Multiple intercostal neurectomy 
a. Permanent 
b. Temporary 
10. Thoracoplasty 
a. Partial 
b. Complete 
Our collapse program in advanced pulmon- 
ary tuberculosis contemplates the use of these 
different procedures in suitable cases according 
to the pathology present and the condition of 
the patient. They are used singly, in combina- 
tion, and successively. Treatment is started in 
each individual case with one idea in view—to 
render the patient sputum and bacilli free by 
closing the cavity or cavities, if present, and in 
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any event collapsing the diseased lung. We al- 
ways give preference to the controllable pro- 
cedure when they offer a reasonable hope of 
cure. 

PNEUMOTHORAX 

In unilateral cases, especially if the disease 
has progressed to the advanced stage or farther, 
the condition of the patient and the type of le- 
sion present determine which of these proced- 
ures are to be used; however our first thought 
is pneumothorax. Pneumothorax has the ad- 
vantage that it can be induced gradually, thus 
avoiding over-tuberculinization, and it can be 
withdrawn at any time. 

COMBINED USE OF DIFFERENT PROCEDURES 

If pneumothorax is not completely successful 
within itself on account of pleural adhesions, 
internal pneumonolysis or a Jacobeus operation 
can frequently be done and complete the col- 
lapse. If the adhesions are too short, thick, or 
too wide for the Jacobeus operation, and the 
patient presents the proper indications, an open 
pneumonolysis may be resorted to, and in this 
way complete the collapse. If the combined 
use of these measures fail, a combined phrenic 
interruption and scaleniotomy may be done; 
these procedures often prove effective in com- 
pleting the collapse. 

In case all attempts fail with the controllable 
measures to render the patient sputum and 
bacilli free, then the pneumothorax should be 
withdrawn, and an extra-pleural pneumonolysis, 
intercostal neurectomy, or thoracoplasty should 
be done. 

BILATERAL LESIONS 

In dealing with bilateral lesions of moderate 
degree, pneumothorax is still the first thought; 
and if there are no contra-indications, it is at- 
tempted on the worst side first. If successful 
on this side and if the vital capacity of the 
patient will permit, pneumothorax is attempted 
on the contra-lateral side as soon as the first 
stabilized—within 30-60 days. Pneumo- 
may be supplemented on either or both 
sides by other controllable measures if collapse 
is not effective. 


side is 
thorax 


PNEUMOTHORAX AND PHRENIC INTERRUPTION 
IN COMBINATION 

In bilateral lesions where a combination of 

pneumothorax and phrenic interruption is con- 
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templated, always attempt pneumothorax on 
the chosen side (usually the worst side) first, 
so that in the event pneumothorax is impossible 
on the chosen side, these procedures can he re- 
versed and often made effective. 


PHRENIC INTERRUPTION 

By phrenic interruption we mean the tem- 
porary procedure or the crushing of the phrenic 
nerve done by the method of Goetz. We never 
do an exeresis of the phrenic nerve. Phrenic 
interruption has a rather broad field of useful- 
ness as an individual procedure; when used 
alone it is often effective in closing small, or 
even larger thin-walled cavities very promptly, 
and when used in conjunction with scaleniotomy, 
even more extensive apical lesions are healed 
readily. Its further usefulness comes from the 
that it 


fact can be instituted where pneumo- 


thorax is prevented by adhesive — pleuritis. 


Phrenic interruption should always be done 
following the withdrawal of a completed pneu- 
mothorax, in order to reduce the size of a hem- 
ithorax and continue a degree of rest for 6-8 


months. 


OLEOTHORAX 

Oleothorax has one specific use as a collapse 
measure; it is used in cases where successful 
pneumothorax is being lost by adhesive pleur- 
itis. If instituted before pneumothorax is lost, 
it will by its greater specific gravity increase the 
collapse which may be held with occasional re- 
fill for at least one year or long enough for heal- 
ing of cavities to take place and in this way pre- 
vent the pulling open of partially healed lesions. 


BRONCHOSCOPY 


Bronchoscopy is indicated in the occasional 
case of marked atelectasis as a therapeutic agent, 
but more often as a diagnostic measure where 
tracheo-bronchial tuberculosis is suspeeted, be- 
fore resorting to thoracoplasty. Tracheo-bronch- 
ial tuberculosis is always a fatal disease, there- 
fore is not suited for collapse measures. 

INTERCOSTAL NEURECTOMY 

Intercostal neurectomy is a useful procedure, 
but has a very limited scope. Its field of use- 
fulness is largely in the very sick patient with 
unilateral disease who needs a _ thoracoplasty, 
but is unable to stand this major procedure. All 


‘ 
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intercostal nerves from the 2nd to the 9th are 
cut outside of the posterior angle of ribs; in 
this way immobilization of the chest is obtained 
without shock and without adding any addition- 
al burden to the heart. In order to increase 
rest to the diseased side, a phrenic interruption 
and scaleniotomy may be done before or at a 
later date to supplement the neurectomy. If 
these procedures are successful in improving 
the condition of the patient sufficiently, a thor- 
acoplasty may ultimately be done collapsing 
completely the hemithorax with greater pros- 
pect of cure. 
EXTRAPLEURAL PNEUMONOLYSIS 

The materials used in this procedure are mus- 
cle, fat, gauze, and paraffin wax. Our exper- 
ience with this procedure has been limited to the 
use of wax. Extrapleural pneumonolysis, while 
not as popular nor as effective as thoracoplasty, 
has its place particularly in the very sick pat- 
ients who have not yielded to the controllable 
procedures. In this type of case, it is indicated 
(1) in a single, small, type three, apical cavity 
(2) 


volved contra-lateral lung, or bilateral, apical 


with a good contralateral lung ; with in- 
cavities; (3) it may be used in combination 
with thoracoplasty ; thoracoplasty being done on 
the worst side and a wax filling used on the less 
involved side. 

THORACOPLASTY 

The need for thoracoplasty is positive evi- 
dence of mistakes of the past. Thoracoplasty 
the most effective and most widely used major 
procedure of this group, and is divided into part- 
ial, complete, and partial bilateral. It is the op- 
eration of choice where the less drastic pro- 
cedures have proven ineffective and where Pen- 
ner’s type three cavities exists. Many patients 
are now being cured by the partial procedure 
in unilateral apical lesions. 

3ilaterally its use is limited to lesions that 
can be closed by removal of not more than the 
upper ribs on both sides. The complete thoraco- 
plasty is resorted to when one whole lung is ir- 
reparably involved. 

Thoracoplasty was first used by “de Cern- 
ville” of Switzerland in 1885. It appears that 
his one operation was a limited one but was re- 
ported. Brauer and Fredericks of Germany next 
reported their work in 1909, The first thoraco- 
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plasty was peformed in this country by Robert 
LaConte of Philadelphia in 1911. Most of the 
original work and writing was done by the 
German authors. Brauer and Fredericks, Sauer- 
brook, Wilms, and others contributed largely 
to this subject. It remained for the American 
surgeons to develop the procedure to its present 
state, making it more effective with a reason- 
able mortality, and at the same time extending 
its scope to include a more varied class of 
patient. Most of this work has been done dur- 
ing the past ten years. Alexander reported a 
collected series of more than 1100 cases in his 
book in 1925, Even at that time the death rate 
was high, and perfect results were infrequent. 

The German conception of this operation was 
a massive collapse of one hemithorax executed 
at one operation, The attending 50 per cent mor- 
tality was prohibitive even though some of the 
surviving patients were cured. Nothwithstanding 
this high mortality, the idea was not abandoned, 
but a rapid succession of changes ensued with 
two ideas in mind; (1) reduction of mortality ; 
and (2) making the operation more effective. 
Instead of a 50 per cent mortality with a few 
cases cured, the procedure has been so perfected 
that today in the of the United 
States, it carries as high as 85 cures and a mor- 


best clinics 


tality no greater than other major surgical pro- 
cedures. These are the figures of John Alex- 
ander of Ann Arbor, Michigan, and are soon to 
be published in his book. As late as three years 
ago, these figures were not considered possible. 
The effective changes and modifications of the 
original operation, which have brought about 
these results are too numerous to mention here, 
but a few of the mose important steps will be en- 
umerated with a short description. As we look 
in retrospect on the criteria of scarcely three 
years ago, the improvements of today are truly 
dramatic. 

(1) The operation as originally planned was 
from below up; that is commencing at the 11th 
rib and removing short sections of all ribs in- 
cluding the first at one operation. The location 
and extent of the pathology was disregarded. 
The operation is now done from above down- 
ward and is adapted to the pathology present. 


(2) The present incision, brought out by 
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Alexander, starts at the top, as did the par- 
avertebral incision, but swings around the scap- 
ula to the posterior-axillary line or farther in 
heavy persons, The scapula can be then raised 
up by cutting the upper digitations of the ser- 
atus-magnus muscle and exposing all the ribs 
from the Ist to 7th. This type of incision per- 
mits removal of long sections of ribs, thus 
making the operation effective in a large per- 
centage of cases including those with giant cav- 
ities. 

(3) The number of stages was increased to 
two and later the multiple stage procedure of 
Hedblom was adopted. 

(4) More wisdom in the selection of cases 
added greately to the reduction of mortality 
and is still one of the intriguing problems that 
has not been entirely solved. It has been proven, 
however, that patients with productive lesions 
lend themselves and that wide- 
spread, exudative lesions are a specific contra- 
indication to thoracoplasty. It has also been 
learned that no patient should be operated upon 
until there is evidence that definite resistance 
to the infection is present. 


best, acute, 


(5) The operation is adapted to the patho- 
logy in each individual case; that is in apical 
lesions a partial thoracoplasty is done, collapsing 
only the apex of the lung, conserving all good 
lung possible. This, only a short time ago, would 
have been considered the rankest heresy. 


(6) Removal of all of the Ist rib including 
its costal cartilage, all of the 2nd and 3rd ribs 
including the transverse processes, the costal 
cartilages, and a portion of the sternum, if ne- 
cessary. This step made it possible to close the 
largest apical cavities which by the older method 
These ribs are re- 
moved by the technique of Alexander and is es- 
sentially as follows: Through the posterior in- 


could not have been closed. 


cision all of the Ist rib and long sections of 2nd 
and 3rd ribs with their transverse processes are 
Later after the chest wall has stabil- 
ized (2 weeks or better still after the 2nd stage 
in the back) an anteriolateral operation is done, 
removing the remaining portions of the 2nd and 
3rd ribs with their costal cartilages, and in this 
way the mortality is kept low without interfer- 
ence with the effectiveness Of the procedure. 


removed. 
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(7) The painting of the periosteal surfaces 
with 10 per cent formalin to retard the regenera- 
tion of bone in another decided advance. More 
time between stages of operation is thus possible. 
This has been no small factor in reducing the 
mortality. Formerly without the use of formalin 
on the periosteal surfaces, it was necessary to 
do the succeeding stages in rapid succession, con- 
cluding the whole series in 3-4 weeks. 


If the whole series was not completed before 
regeneration of bone, the best collapse was not 
obtained. With the use of formalin, thirty, six- 
ty, or even nienty days delay is permissible, and 
in many cases advisable. This procedure un- 
doubtedly has an important secondary advant- 
age in preventing infection. Since beginning its 
use, we have had no infection in fifty opera- 
tions. 


(8) Reduction of operating time which is 
obviously important has been greately reduced; 
limited operation and team work are the two 
factors. 


(9) In partial thoracoplasty where it is nec- 
essary to remove sections of only five or six 
ribs, resection of a portion of the scapula to 
make it fit snugly on the decostalized pleura has 
been found a splendid movement. The seating 
of the scapula in this manner helps collapse, al- 
so limits paradoxical respiration, and prevents 
painful friction between its lower angle and 6th 
and 7th ribs. 


(10) treatment as_ regards 
emptying of cavities and bronchi of sputum be- 


Pre-operative 


fore anesthesia has proven of great value in 
preventing bronchogenic spread. 

Gas anesthesia is always used. 

(11) Post-operative treatment, which is most 
important, has lost many of its horrors since the 
modern operation has been adopted. Blood 
transfusions and oxygen tents are seldom need- 
ed. Morphine without atropine is administered 
freely. It is important to have the patient cough 
at regular intervals for the first 48 hours and 
raise the same amount of sputum daily as be- 
for operation. 5 per cent saline solution 300-500 
c. c.’s intravenously followed by 2-3000 c. c.’s 
normal saline or Hartman’s solution has been 
found to lessen nausea and vomiting. Since we 
have used these solutions as described, and dis- 
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continued the use of glucose, we have had no 

serious case of ileus, and the convalescence is 

usually comfortable and uneventful. 
DISCUSSION 


Dr. Alton Ochsner (New Orleans): I think we are 
especially fortunate to have a man who knows as 
much about tuberculosis as Dr. Thomas speak to 
us. 

The surgical treatment of pulmonary tubercu- 
losis is not new, but fortunately the advantages 
to be derived from this method of therapy are not 
generally appreciated. 

Dr. Thomas, of course, did not mean to leave 
the impression that the surgical therapy of tuber- 
culos is the only type of therapy. It is in reality 
an adjunct in the treatment of tuberculosis. As in 
tuberculous lesions elsewhere in the body, rest 
and immobilization are of importance. There is 
probably no portion of the body which is more 
active than is the lung, unless it might be the 
heart, and when one imagines the work which the 
lung does each day, the advisability of rest for 
this constantly mobile structure can be easily 
understood. 

I think that Dr. Thomas’s statement that the 
indication for thoracoplasty means a failure on 
the part of someone is certainly true. Whereas 
thoracoplasty does do a great deal of good in 
many cases, the procedure is indicated in the ad- 
vane?d case, and we must remember that when- 
ever a thoracoplasty is done it is a destructive 
operation and that from that time on that portion 
of lung is non-functioning. 

Dr. Thomas’s plea for temporary interruption 
of the phrenic certainly a good one. 
This means, of course, that these cases must be 
seen early. A number of years ago Yates ad- 
vocated crushing the phrenic nerve in early tuber- 
culosis, but was severely criticized as operating 
unnecessarily in cases of tuberculosis. Dr. Thomas 
today tells us that the temporary interruption of 
the phrenic nerve is an operation of choice, which 
it is, in early cases in which we can expect the 
cure of the tuberculosis and the return 
of the function of the diaphragm. 

As regards collapse therapy with pneumothorax, 
I believe we are beginning to realize the import- 
ance of maintaining the collapse for long periods 
of time, not six months or a year but two and 
three years, because only in this Way can we cure 
these individuals. 

I am heartily in favor of the multiple stages in 
thoracoplasty, which Dr. Thomas has referred to 
and which he has given Hedbloom credit for. I 
had the advantage of working in German clinics 
where thoracoplasties were done in single stages 
and realized what a severe trauma it was. After 


nerve is 


process 
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returning home it was my ambition to be able to 
do a thoracoplasty in the single stage. After ob- 
serving a number of these cases I finally had such 
a patient, a strapping young man in perfect condi- 
tion who had a marked fibroid type of phthisis of 
one lung. | felt it was the kind of case in which 
a one-stage thoracoplasty could be done. We did 
it, and almost lost him as the result of the opera- 
tion. I agree with Dr. Thomas that it is far better 
to do too little in individual stages than to do too 
much. The largest number of stages I have used 
on a particular case was eight, which means the 
resection of only one or two ribs at a time. It is 
remarkable how much these patients can stand 
if one is cautious in the indications and if one 
does not do too much. 

I am sure we have all learned a great deal from 
Dr. Thomas’s paper this morning. When he spdke 
about the care in the sanatorium, I probably real- 
ized more than any of you what this means in 
his institution. I had the opportunity of visiting 
his institution and I realze how the patients are 
treated. His patients are treated as in other sana- 
toria, but he has that happy faculty of seeing the 
patient as a whole and uses the various types of 
therapy; i.e., conservative or sanatorium and col- 
lapse therapy. 

Our reason for not using glucose in ileus or in 
cases postoperatively is based upon some experi- 
mental work we did in the experimental surgical 
laboratory at Tulane a number of years ago. Ajax 
Carlson of the University of Chicago, in trying to 
attempt to explain hunger pain, had shown that 
the administration of glucose to humans and ani- 
mals produced a decrease in the activity of the 
stomach and that the administration of insulin 
increased the gastric tonus and peristalsis. We 
felt that if such occurred in the normal stomach 
of the human and animals that it certainly would 
be of importance to the surgeon to know whether 
glucose exerted an inhibiting action on the gut, 
especially postoperatively. 

We performed a large number of experiments 
on animals some of which were normal but most 
of which had ileus and found that a solution of 
dextrose of ten per cent or greater concentration 
invariably inhibited gut activity. The inhibition 
could be prevented if the dextrose was combined 
with insulin. If concentration of insulin of five 
per cent were used, this effect was not observed. 

We also observed that concentrations of saline 
solution, five per cent or greater, exerted a very 
stimulating effect on the gut activity. The or- 
iginal observations concerning the stimulating ef- 
fect of hypertonic salt solution on gut activity 
were made by Hughson and Scarff of John Hop- 
kins. We feel one of the most valuable drugs or 
substances in the treatment of these cases is a 
salt solution, preferably containing calcium and 
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potassium. Hartmann’s and Ringer’s solutions are, 
of course, isotonic. We use it twenty times nor- 
mal, Hartmann’s or Ringer’s solution, and give 10 
to 15 cc. intravenously. 

Dr. J. E. Heard (Shreveport): Dr. Thomas cover- 
ed the field for us nicely in the time that he had. 
It certainly is refreshing to listen to one who is 
so enthusiastic over this work. I know he is do- 
ing beautiful work. 

There are two of these surgical procedures that 
I wish to say a little bit about. One is the phrenic 
nerve interruption, the other thoracoplasty. 

In the last three or four years that I have been 
interested in this type of work, in working with 
Dr. Charles R. Gowen and Dr. Gilmer, I have now 
had the opportunity to do a little more than a 
hundred thoracopolasties. 

As to the phrenic nerves, we do them under 
local, of course, using Lilienthal’s approach 
through the subclavian triangle. We used to twist 
them out, using the so-called exeresis. We did 
not like that, and it has been a long time since 
we have done it. In spite of the fact that we are 
told there are many accessory phrenics, so far 
we have not failed in crushing the nerve. I do not 
believe we are quite as enthusiastic about the in- 
terruption of the phrenic nerve as we used to be, 
but it still has its place, and it is certainly a very 
useful procedure. In these cavities where we do 
thoracoplasty, we rarely now interrupt the phrenic 
nerve. We have had no complications, no trouble 
from this procedure. I think the thoracoplasty of 
all the surgical procedures has by far the most 
value, and it without doubt produces the best re- 
sults, but you cannot always tell at first where you 
will wind up when you start out with one of these. 
The object, of course, is to collapse the cavity and 


to conserve as much of the healthy lung as pos- — 


sible, and it may require several operations be- 
fore you get through, and finally you may have to 
play your last trump. 

We use ethylene gas, and it works very nicely, 
and we have had no trouble. Most of our cases, of 
course, are apical cavities, small or moderately 
sized, and we do the partial, thoracoplasty taking 
anywhere from four to five ribs, often five ribs 
with no trouble. The lower ribs are done first. 
We save the first rib for the last. And I have a 
healthy respect for this, gentleman, because this 
procedure carries a certain amount of danger. 
We had two accidents a while ago, not having 
the proper tools, damaging the large sub-clavian 
vein. I have a wholesome respect for cutting this 
first rib right underneath, being the vein. You 
have to push the sub-clavian vein right off the 
rib before resecting. We have not had any trou- 
ble, with care. There were four deaths in this 
series. Two of them were from accidents, tear- 
ing the sub-clavian vein, another was a patient 
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around sixty or a little more who was not in good 
condition and should not have had this operation 
done, but he begged so hard for something that 
we finally gave in and did a couple of stages on 
him, and at the last he played out. The fourth 
was a kinked bronchus. 

We are very enthiusiastic about thoracoplasty, 
and believe without any doubt that it is certainly 
working out beautifully. We usually get results 
with an apical, taking several ribs, % of the first, 
1%, of the second, % the third and % of the fourth. 
I do not like to do a complete removal of all of 
these ribs, because the deformity is so noticeable, 
and it is not so bad if you do not remove the en- 
tire rib. It is important to remove the end of the 
rib, and sometimes do a transverse process of the 
ribs below the second. Of course the apex drops 
down below the first and second ribs, 
do not have to worry about that. 

As regards the extrapleural collapse of these 
cavities, I must say so far we cannot be very 
enthusiastic about it. Even now, though the technic 
has been wonderfully developed, there are many 
bad complications still arising, such as the foreign 
body sloughing into the cavity, etc. 

Following Dr. Ochsner’s technic, we have been 
very well satisfied with using the pectoral mus- 
cles to press into the pleural cavity. 

Our method has worked very nicely. So far, 
we have been very successful with the cases we 
have had. However, we have not had a large 
series of this type, because the partial apical 
thoracoplasty will usually give us what we want. 

Dr. Charles R. Gowen (Shreveport): This question 
of collapse therapy comes right down to the princi- 
ple of all pathological conditions, rest. For a good 
many years there have been schools of thermothe- 
rapy, various serums and vaccines, and it is just as 
impossible to heal lung tissue in motion as lung 
tissue where there is a definite break in the con- 
tinuity of tissue and a separation of cells, with a 
vaccine, although you might kill out the tubercle 
bacilli in the area. Your lung is open to the out- 
side air, whatever mixed infection might come 
along, and your tuberculosis or erosion, or destruc- 
tion of tissue or consumption is going to go mer- 
riiy on. There is only one factor in the treat- 
ment of tuberculosis that has held good and is 
constant in a healed tubercle, and that is rest. 
You talk about sunshine and other factors, and 
you can eliminate any of them, except in the or- 
dinary methods of living, and rest is the only 
one that will hold constantly. You cannot have 
the healing without rest. There is no contracting 
tissue in the lung to bring the cavities together. 
We see a few that might close. They close 
through the shifting of the mediastinum, or 4 
pulling down of the ribs and sometimes the dia- 
phragm from adhesions, or one cause or another; 


and we 
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tke cavity might accidentally close. There is no 
method that will definitely cover all of these cases. 

Dr. Thomas mentioned that the team work in 
chest surgery is most important. There are very 
féw men who can cover all the field. I do not 
know of many surgeons who are physiologists, and 
I do not know of many physiologists who are 
surgeons. The physiologist has to have some- 
body to work with, select his case, and, as the 
doctor mentioned, never go into a massive allergic 
lung. With any allergic tissue or cell, if you add 
pressure to it you will immediately get a necrosis 
or destruction. You destroy the thing. Do not 
touch the lung until there has been a definite 
walling off, until there is a definite indication 
that the patient is able to check the disease. Then 
apply your collapse, with the exception possibly 
of a partial pneumothorax. You can occasionally 
use air in a very “hot” lung, as we term it, and 
not cause too much trouble. There is one that 
the clinician himself has to handle. 


Tuberculosis is developing as a surgical disease. 
Tuberculosis at the present time is an absolutely 
controllable disease, and preventable. The case 
that cannot be closed by some surgical means 
can be definitely isolated. So it is not a matter 
of controlling tuberculosis, that you do not know 
how, but it is a matter of the proper education, 
first, not of the people themselves but of the doc- 
tors. We are the people responsible for that. 
There is not a man or woman or girl or boy who 
has tuberculosis that does not want to get well. It 
is a matter of the doctor, the family physician, 
not being sufficiently interested in it to try to 
help him to get well. That is an accusation that 
is very definite, because I come in contact with 
them every day. The doctor makes a diagnosis of 
tuberculosis. He is afraid to tell the patient. The 
patient goes on until, as Dr. Thomas says, we 
have to acknowledge that everything else has 
failed and have to do a de-ribbing operation. If 
that case had been properly diagnosed early, with 
the proper clinical procedures, I think in a large 
percentage of cases he might have got well. I 
disagree with Dr. Thomas. If the idea had begun 
with tuberculosis, they would have got well with- 
out any surgical collapse. ,A large number will 
get well with it. With the limited number of peo- 
rle able to give pneumothorax, it is hard for peo- 
ple to get it. The idea is to teach medical stu- 
dents to give it. That is not being done with many 
of the medical students today. We have men 
coming to New Orleans who say, “I have seen a 
few cases of pneumothorax, but I do -not know 
how to give it.” They are going to communities 
where tuberculosis is prevalent, and they are go- 
ing to have to send their patients away, and the 
patient may not be able to remain there long 
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enough to be cured, so that tuberculosis is not an 
economical disease. A great many factors have to 
be considered, if we expect to stamp it out. We 
have to devise some method where all patients 
may receive this treatment. The proposition as 
to how many ribs to remove, and so forth, or 
what procdure to use, is always a question of the 
individual case. 

There are three slides that I should like to 
show, on a caSe we have just recently operated, 
showing the size of cavities that can be collopased 
with one operation. 

This is a case of a young woman about twenty- 
seven years old that had had an acute tuber- 
culosis, and was diagnosed as pneumonia. She 
thought she was well over it, but failed to im- 
prove. She began to get up, and noticed that she 
was coughing and expectorating a great deal. She 
held her weight well. She came to the sanatorium 
about two and a half months ago, and here is a 
good sized cavity. The rest of the lung is prac- 
ically clear, and she was in splendid physical 
shape otherwise. 

I tried a pneumothorax. Here is a very thin 
wall. I was very much afraid to use any more 
pressure. The sputum lessened considerably, the 
temperature dropped, and everything was going 
along very nicely, but due to the fact that she 
was in such splendid condition in the rest of the 
lung we did not do any more pneumothorax, and 
we took out five ribs. Dr. Thomas said in a great 
many cases (and I agree) it is dangerous to take 
out more than three or four, but in this case, 
where she was in good condition, I felt we were 
safe in trying to close this cavity on one opera- 
tion. 

This was taken about eight days after the first 
operation. Your cavity is here, in eight days. We 
feel that with this rib here, and nothing to hold 
it, that will close it. 

This patient had been running a temperature of 
100 or a little more, and she has not had any 
temperature since this operation. After having 
that temperature, in less than two weeks we 
were unable to find tubercle bacilli. That shows 
that if the individual is not overcome by the first 
of the attack of tuberculosis, and it is localized, 
if you rest the lung the nature of the disease is to 
heal. It cannot keep from healing. 

This individual has at no time been sick since 
this operation. She has shown recovery, and I 
think one more rib will allow the whole thing to 
close, and she will have a third to a half of very 
good lung tissue. 

It was certainly a joy to listen to Dr. Thomas 
and Dr. Ochsner and Dr. Heard on this subject, 
and I should like to repeat that the control of 
tuberculosis is not in the hands of the chest 
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surgeon or the physiologist, but in the hands of 
the general practitioner, to find the cases early 
and apply the rest of the body and mind, if not 
some physical form of rest, pneumothorax, phrenic 
interruption, thoracoplasty, and we will not spread 
tuberculosis if we control those factors. 

Dr. H. L. Kearney (New Orleans): I should 
like to ask Dr. Thomas in closing to tell us about 
the problem of collopsing the lung by artificial 
pneumothorax in cases where there are pleural 
adhesions, whether he uses any special means of 
getting rid of the adhesions or whether he 
changes to some other form of therapy. 

Dr. P: R. Gilmer (Shreveport): I want to take 
a couple of minutes to think Dr. Thomas for his 
splendid presentation on the subject which he ad- 
mits himself could well be worked into a mono- 
graph, any particular phase he undertook. 

Last year at the meeting in Shreveport I un- 
dertook a somewhat similar paper, and I know 
what difficulties are met and how extremely try- 
ing it is to present a paper on compression therapy 
in pulmonary tuberculosis. It is a terrible under- 
taking, because if you leave out one or two pro- 
cedures somebody will say, “Don’t you employ 
this or that or the other?” and you must try to 
hit them all and give as much attention as you 
possibly can to it. 

I agree with Dr. Thomas on his recommenda- 
tions of compression therapy or surgical treat- 
ment, almost at the outset. In our institution, 
the only way we vary that is that our minimal 
cases are placed under observation for perhaps 
a month or two, that is, patients without sputum. 
If there are minimal cases with positive sputum, 
we give them a pneumothorax immediately. We 
do not wait, for that lesion to clear up per se. We 
go on and help them. Those are cases of tuber- 
culosis that are minimal, who have infiltrations 
and show no tendency toward resolution, after bed 
rest and sanatorium routine, and we give them 
some form of pneumo therapy. 

Dr. Thomas has discouraged me a little with his 
mortality statistics, and I do not believe that ours 
are the same as those that he has quoted. He 
said 23 per cent of the minimal cases at the end 
of five years are dead, and I do not believe we 
lose that many minimal patients in that time. I 
have been in this about twelve years, and I know 
that numbers of them that were minimal have 
become arrested or cured over a period of five or 
six years. Dr. Thomas may have better records 
than I have, but that seems a little bit high. Also 
his moderately advanced case figures are a little 
higher than ours, and also his far advanced group. 
I am not saying that in criticism or indicating 
that we are a lot better in our section of the 
country, but I do not believe that we are losing 
that many patients along that line. 
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Dr. Thomas brought out a strict hospital regime 
and said smoking is prohibited in his hospital. 
The way he talked to us, I believe he means what 
he says, and I believe they do not smoke. I have 
struggled with that for years, and several times I 
thought I had it controlled, but I always found 
out later on they were able to do it nicely with- 
out my knowing anything about it. We finally as- 
signed a room for that purpose and let them go 
in there and smoke. I asked Dr. Larson Brown 
about it, and he said except in acute cases, acutely 
ill, they did not try to stop smoking. 

With regard to phrenic paralysis, we have this 
controlled. There has been some work done with 
that where the cases later resulted in death, and 
the extreme atrophy of the diaphragm, after years 
of being deprived of the nerve supply, set me to 
thinking that perhaps it was not so advisable to 
interrupt that nerve permanently, so we are con- 
tenting ourselves with the crushing, feeling that 
we are going to get all that we want out of our 
crushing operations. 

It has certainly been a pleasure to hear Dr. 
Thomas, and it almost makes me a little jealous 
to have somebody else talk on this subject, be- 
cause I am very much interested in it and have 
had the fortune to have some experience with it. 
I certainly did enjoy it. 

Dr. C. A. Thomas (Tucson, Arizona): I have 
one or two slides I want to show, but before I 
show these I want to speak of Dr. Gilmer’s mini- 
mal cases. Why do we advocate the collapse in 
minimal cases? Simply because we have too of- 
ten seen them lie in bed on our regime of rest 
and have a bronchogenic spread to the other side. 
We feel the patient is safer, gets well far more 
quickly, and has less spread, if we use collapse 
therapy early. It is our custom when a patient 
comes in to have him completely examined by all 
of the staff, and at the first weekly conference 
we decide what we will do. Thirty, sixty, ninety 
days in bed to see what will happen? No, he gets 
something within a week or two weeks, if there 
is no particular contra-indication. All of these 
things are not as simple as you might judge from 
the way these doctors here and I have talked. 
They all have to be carefully studied and the 
method of collapse chosen, but if there is no con- 
tra-indication, our patients get some form of col- 
lapse inside of thirty days, or as soon as we can 
get around to them. 

These are not my statistics, but the National 
Tuberculosis Association’s statistics. They are not 
built on our work but on work of a far broader 
scope, and if they are incorrect, it is not my fault, 
but I feel sure they are right. 

I should like to say to the doctor who still re- 
moves four or five ribs at a time, that the facts 
are that he will get into trouble. I have been in 
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trouble up to my ears and over. I never take more 
than three ribs at any one operation and much 
prefer to take out only two. In doing a thoraco- 
plasty we always commence at the top, and use 
the incision of Alexander, but we do not take the 
first rib first. If we plan to take three ribs, we 
take the third rib first, follow with the second, and 
then the first rib lies open before us. This inci- 
sion is a beautiful thing. You lift the scapula and 
you can see the whole back from the seventh rib 
up to the first, but the first is over the hill, and 
if you undertake to remove it first, you have a 
lot of trouble, and it is not necessary. Com- 
mence with the third rib, take out the third, and 
then the second, and your first is there before 
you. 

We do not use ethylene in Tucson simply be- 
cause our climate won't stand it. When we can 
walk into the operating room and put a hand on 
the table or on the gas machine and get a static 
spark, we feel that ethylene probably is not safe, 
so we use in this work nitrous oxide oxygen. 

Relative to the temporary phrenic interruption, 
we sometimes repeat this operation three or four 
times. It will last from four to six or eight or nine 
months, and some of them will go a year. 


As I mentioned a while ago, if you crush the 
nerve over too wide an area, function is slow in 
returning. We use almost a mosquito forcep, and 
they sometimes repair in four to six months. We 
repeat it when indicated, as it is easy. We do 
this operation by the method of Goetz. 

We do the permanent phrenic interruption only 
in the case that has had a pneumothorax and who 
cannot continue his hospital regime longer and 
he is not quite well. We take a chance and do a 
permanent operation in these cases, feeling that 
the patient is better off. 

We do not do an exeresis but we cut out a sec- 
tion of the main stem in addition to sections of 
the accessories, and it gives us just as good re- 
sults. We quit the exeresis several years ago, and 
I have never had a pain in my stomach since, 
when I do a phrenic interruption, but when I 
pulled those nerves out I always got a pain. 

In regard to the combination of procedures, if 
a pneumothorax is not successful, we add some- 
thing to it, maybe a phrenic interruption will be 
successful, but if it is due to adhesions, we use 
a Jacobeus operation, and always cut them close 
to the chest wall, never close to the lung. If you 
cut one close to the lung, or even perchance at 
the chest wall and you cut through a string of 
pulmonary tissue, you immediately get a spon- 
taneous pneumothorax and most likely a_tuber- 
culous empyema. 

(Slide) I want to show you what type of cavities 
can collapse. We use the classification of 


you 
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Pinner in our work. In other words, this would 
be a Type 3 cavity, enormous, huge. Of course 
the thick wall would cause us to classify that as a 
Type 3. 

(Slide) This is a patient after the operations 
have been completed. There were from four io 
six ounces of heavily laden sputum a day, and 
now the patient has no sputum, no tubercle bacilli, 
and the patient is at work after two years. With 
that enormous cavity, unless you cut the trans- 
verse processes off at the body of vertebrae, you 
will have a shoving over of this cavity into the 
vertebral gutter, and it will not close. Instead 
of having a huge cavity like this, you will have a 
slit-like cavity, hidden under the transverse pro- 
cesses, and your patient is but little better off. 

The doctor mentioned instruments. If you are 
going to do thoracoplasty, you can only do it sat- 
isfactorily by having the proper instruments. They 
are very expensive,:of course, but it saves time 
in operation and you can do it much more effec- 
tively. 





TOTAL THYROIDECTOMY FOR 
CARDIAC DISEASE* 
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Recently total ablation of the thyroid gland 
for heart hisease has attracted the attention of 
both internists and surgeons, but the results, 
so far, are conflicting and the method is still 
so beset with difficulties that it cannot yet be 
considered more than in the experimental stage. 
That patients with cardiac failure may derive 
great benefit from total extirpation of a normal 
thyroid gland is evidenced by most of the re- 
ports in the literature. The results obtained by 
total thyroidectomy in the treatment of heart 
failure, both the congestive and anginal forms, 
appear to justify further trial. The value of 
the therapy cannot be properly estimated, how- 
ever, until more time has elapsed, because in 
addition to the survival of the patient, the per- 
manence of the relief, and their ability to re- 
sume fairly normal activity are factors to be 
considered. In patients with cardiac failure 


*Read before the Orleans Parish Medical Society 
May 13, 1935. 

+From the Departments of Surgery, Tulane Uni- 
versity and Charity Hospital, New Orleans, La. 
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who are incapacitated and usually bed-ridden 
any therapeutic procedure, although apparently 
drastic, which will permit a resumption of ac- 
tivities, even though partial, may be justified. 
Total ablation of the thyroid in severe cardiac 
disease is obviously not a curative therapy but 
only one of palliation because the underlying 
cardiac lesion is not corrected. 

According to Pratt!, the Chinese, one thou- 
sand years before Christ, successfully treated 
cardiac disease with sponge ash, which is high 
in iodine content. accurate de- 
scriptions of thyrotovicosis were by Caleb Fillier 
1786. He observed the association 
of congestive heart failure in patients with 
classical 


The earliest 
Parry” in 


symptoms of exophthalmic goiter, 
whereas, in others, angina pectoris appeared 
months before enlargement of the thyroid gland 
was apparent. Parry? also observed that con- 
gestive cardiac failure subsided with a decrease 
In 1902, A. Kocher* 


reported the disappearance of signs of cardiac 


in the size of the gland. 


insufficiency in patients in whom his father 
had performed subtotal thyroidectomies. Ham- 
ilton* observed that in many patients with hy- 
perthyroidism and congestive heart failure sub- 
total thyroidectomy exerted a beneficial effect 
on the cardiac insufficiency. In 1926, he and 
Lahey® stated that prolonged thyroid intoxica- 
tion produced auricular fibrillation and true 
heart disease and that subtotal thyroidectomy 
in such cases relieved the “failing heart of the 
burden that is making it fail and results in 
nearly all cases in complete relief of a complete 
disability”. 

Whereas the relationship between hyperac- 
tivity of the thyroid gland and cardiac disease 
has been appreciated for some time it is only 
tecently that this relationship between normal 
thyroids and cardiac insufficiency has been sug- 
gested. Christian® was one of the first to ob- 
serve the reciprocal relationship between thyroid 
activity and cardiac failure and showed that 
patients with cardiac insufficiency were re- 
In 1925, he (*) 
stated “it is true that with an existing cardiac 
lesion, which may be 


lieved when myxedematous. 


either coincidental or 
caused by thyroid hypofunction, the decreased 
activity of so many body functions, as happens 
in myxedema, serves as a conservative force so 
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far as the circulation is concerned. To put it 
another way, the damaged heart . has -less 
work to do so long as the thyroid activity is 
considerably below a normal level. A lowered 
metabolic activity from thyroid deficiency may 
be a conservative process, a form of cardiac 
rest, that is advantageous to the heart’. Chris- 
tian’, in 1928, suggested that were it not for 
the undesirable effects of myxedema this might 
be produced in patients with angina pectoris. 

Blumgart and Weiss”, in 1927, showed that 
normally the pulmonary blood velocity is di- 
rectly determined by the metabolic demands of 
the body. Blumgart et al!® found that when 
the basal metabolic rate was increased (as in 
hyperthyroidism) the blood flow velocity was 
proportionately increased, whereas in the pres- 
metabolic rate 
(myxedema ) the blood velocity was decreased!!. 
They (7%, 1%, 14,15, and 16) found in observa- 
tions on patients with cardiac disease that when 
cardiac compensation was present the basal 
metabolic rates and blood flow velocities were 
both within normal limits. 
congestive 


ence of a decreased basal 


In patients with 


heart failure, however, the blood 
flow velocity was considerably decreased even 
though the basal metabolic rate was normal. 
They further found that the symptoms and 
signs of cardiac insufficiency were proportionate 
to the degree of the slowing of the blood flow. 
These findings in congestive heart failure sug- 
gested the advisability of removal of a normal 
thyroid gland in such patients. 

During cardiac insufficiency the heart is un- 


Obvious- 


ly heart failure is especially apt to occur if the 


able to meet the metabolic demands. 


metabolism is increased as in hyperthyroidism 
but may occur in patients with normal metabo- 
lism. It is reasonable that a heart which may 
not be capable of delivering sufficient blood to 
meet the normal metabolic demands may be 
able to supply enough blood if the normal de- 
mands As shown by Blum- 
gart and his associates!*, the blood flow ve- 
locity is markedly decreased in cardiac insuf- 
ficiency even though the basal metabolic rate 


were decreased. 


is normal and also in patients with hypothy- 
roidism in whom there are no signs of cardiac 
failure but in whom the basal metabolic rate is 
decreased. It is reasonable to assume that the 
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heart which is unable to supply the normal de- 
mands for oxygen might be capable of supply- 
ing sufficient oxygen if the demands were less 
than normal. Normally, because of a definite 
cardiac reserve, increased demands can be made 
upon the heart without insufficiency; in cases, 
however, with heart disease, because the myo- 
cardium is unable to supply even the normal 
demands without symptoms, the patient can 
be relieved only by decreasing the demands. 
This can be accomplished by decreasing the 
normal metabolism and thereby diminishing the 
oxygen need. Total removal of the thyroid 
very effectively decreases the basal metabolic 
rate as well as the oxygen need. 

The relief of symptoms in angina pectoris by 
total ablation of the thyroid may be due to a 
number of factors. The decreased demand on 
the heart as the result of lowering the basal 
metabolic rate should exert a beneficial effect 
on the angina because it is well known that 
exertion is apt to precipitate an attack. Blum- 
gart and Berlin'’® believe that the immediate 
relief is due to interruption of the sensory 
fibers: In many cases the relief of symptoms 
in angina pectoris is due to a decreased sensi- 
tivity to adrenalin. Levine and his asso- 
ciates'?, 20 that in cases with an- 
gina an increased sensitivity to adrenalin exist- 
ed, as anginal attacks could be precipitated by 
the subcutaneous injection of adrenalin. Fol- 
lowing total ablation of the thyroid, however, 
the adrenalin sensitivity disappeared. Cutler 
and Schnitker*! found that following total ab- 
lation of the thyroid for angina pectoris dilata- 
tion of the peripheral vessels could be produced 
more readily than preoperatively, which they 
believed was due to 
tone”. 


showed 


“diminished vasomotor 
Shambaugh** produced angina pectoris 
experimentally in dogs by occluding the coro- 
nary vessels. He found that if the coronaries 
were only partially occluded without the pro- 
duction of angina, anginal attacks could be 
precipitated by adrenalin injections. Thyroid- 
ectomy by decreasing or abolishing adrenalin 
sensitivity may prevent anginal attacks, es- 
pecially in those in which vasomotor spasm of 
the coronary arteries is a factor. 

The excellent results obtained by subtotal 
tryroidectomy in patients with thyroid disease 


OcuHsNER-GILLESPIE—Thyroidectomy for Cardiac Disease 


has already been alluded to and is substantiated 
by the statistics of Lahey”, and Pemberton and 
Willius*4. Rosenblum and Levine®* believe 
that “many patients with moderate or advanced 
heart failure, or angina pectoris, who have been 
refactory to all the ordinary therapeutic pro- 
cedures have regained compensation and have 
been restored to normal or fairly normal activi- 
ties following a subtotal thyroidectomy”. The 
advantage of the removal of a normal thyroid 
was suggested by a case operated upon in 1927 
and reported by Rosenblum and Levine*®® in 
1933. A subtotal thyroidectomy was _per- 
formed for a suspected “masked hyperthy- 
roidism”. The gland was found to be normal 
histologically but the patient’s condition im- 
proved for a number of years. There was, 
however, a recurrence of symptoms and the 
patient succumbed four and one-half years after 
operation. Blumgart et al?® were unable to ob- 
tain relief in congestive heart failure by sub- 
total thyroidectomy because although a de- 
creased basal metabolic rate and clinical im- 
provement occurred immediately postoperative- 
ly, as soon as the basal metabolic rate returned 
to normal the symptoms recurred. Friedman 
and Blumgart *7, because subtotal thyroidec- 
tomy does not cause permanent lowering of the 
basal metabolic rate, unequivocably state: “At 
the present time, nothing but complete removal 
of every vestige of visible thyroid tissue by 
surgical means will guarantee the desired per- 
sistent lowering of the metabolic rate and the 
consequent clinical improvement”. 

The first total extirpation of a normal thy- 
roid for heart disease. was performed by El- 
liott Cutler?! at the Peter Bent Brigham Hos- 
pital on December 14, 1932. The following 
day (December 15) Berlin?’ performed a sim- 
ilar operation. Since this time this procedure 
has been performed many times by different in- 
vestigators. In 1934, Mixter, Blumgart and 
Berlin? reported to the American Surgical As- 
sociation 75 cases of total thyroidectomy for 
angina pectoris and congestive heart failure 
and at the same meeting, Cutler and Schnitker*! 
reported they had performed the operation 53 
times, 29 of which were done for angina pec- 
toris. The operation has been done many times 
in other clinics but the number operated upon 
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in individual clinics has not been as large as in 
the Boston series. 

The selection of patients for any procedure, 
especially one as drastic as total ablation of 
the thyroid, should be extremely carefully done, 
and it will probably require observation of pa- 
tients over many years before definite criteria 
as regards selection can be laid down. As the 
good results obtained by total ablation of the 
thyroid are largely dependent upon the decrease 
in the metabolism and concomitant decrease in 
demands upon the heart, it is quite obvious that 
the procedure is of little or no value in indi- 
viduals with low basal metabolic rates. Mixter, 
Blumgart, and Berlin*® state that they hesitate 
to operate upon patients with any type of car- 
diac disease in whom the preoperative basal me- 
tabolic rate is below 15 per cent and refuse 
operation in cases in which the basal metabolic 
rate is 20 per cent or lower. These same ob- 
servers believe that patients with congestive 
heart failure, which is rapidly progressive in 
spite of conservative measures, are little bene- 
fited by the procedure, as are those cases of 
angina pectoris in which there has been rapid 
progression of the condition. It is obvious that 
the procedure should not be used for those 
cases which can be relieved of their symptoms 
by limitation of their activity. Wolferth®? be- 
lieves the ideal patient for total thyroidectomy 
is one whose cardiac condition is stationary or 
only slowly progressive. It has been the rule 
in the selection of our cases to limit this opera- 
tion to only those cases which have been care- 
fully studied by internists and in which all the 
conservative, usually employed medical meas- 
had failed. 


we are convinced that the operation is not justi- 


ures From our own experience 
fied in the cardiac patient whose reserve is so 
depleted that no improvement can be expected 
even though the demands upon the heart are 
decreased. Undoubtedly until recently the pro- 
cedure had been used inadvisedly because in 
most instances too far advanced cases have 

selected. Mixter, Blumgart, and Ber- 
lin*®, and Cutler and Schnitker*! have obtained 
the best results in angina pectoris. 


been 


This also 
As the good results 
obtained in angina may be due to desensitization 
of the patient to adrenalin, as suggested by the 


agrees with our findings. 
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investigations of Levine and his associates’? 
20, it is desirable in patients with angina to 
determine whether a sensitivity to adrenalin 
exists preoperatively and not to perform the 
operation in those cases in which there is a his- 
tory of a previous coronary thrombosis. Blum- 
gart and his associates?! maintain that the oper- 
ation is justified only after prolonged and ade- 
quate medical treatment has failed to relieve 
the patient. Because the removal of the thy- 
roid does not remove the underlying cardiac 
lesion, Blumgart and his associates*! have oper- 
ated upon very few cases of luetic heart disease 
and similarly few cases of hypertensive heart 
disease. Of 75 cases operated upon at the Beth 
Israel Hospital only 2 were suffering from hy- 
pertensive heart disease and only 1 from luetic 
heart disease. As these authors have empha- 
sized, the underlying cardiac lesion, if pro- 
gressive, will progress in spite of the thyroid 
operation. 

The contraindications to total ablation of the 
thyroid are very definite and unless strictly ob- 
served, the procedure, which in properly select- 
ed cases offers some therapeutic relief, will 
rapidly fall into disfavor. As mentioned above, 
Blumgart et al*9, 31 believe that the following 
are distinct contraindications to this procedure: 
(1) the presence of rapidly progressing cardiac 
failure in patients unrelieved by the ordinary 
conservative measures; (2) a low preoperative 
basal metabolic rate (20 per cent or lower) ; 
(3) the presence of a recent coronary occlu- 
sion; (4) a renal insufficiency; (5) the pres- 
ence of active rheumatic involvement; and (6) 
persistence of symptoms in spite of bed rest and 
other conservative measures. Wolferth®® em- 
phatically states that the operation is contrain- 
dicated in patients who do not respond to medi- 
cal therapy. 

There is probably no operation which re- 
quires a more thorough knowledge of the nor- 
mal anatomy of the particular region than to- 
tal ablation of the thyroid; and, unless one is 
thoroughly familiar with the normal anatomy 
and also well trained in technical surgery, the 
procedure should not be attempted. As em- 
phasized by Berlin*’, patients in whom the 
operation is done are poor risks because of their 
cardiac insufficiency, but fortunately they do 








426 


not have toxic manifestations, thus not increas- 
ing the risk. Whereas originally general anes- 
thesia was used, the importance of using local 
Mixter 
et al®® believe that one of the prinicpal causes 
for the reduction of the mortality rate in the 
more recent cases has been the substitution of 
local for general anesthesia, and the reduction 


analgesia has recently been emphasized. 


in the amount of preoperative and postopera- 
tive sedations, which abolish the cough reflex 
and increase the incidence of pulmonary com- 
plications. This is particularly true in patients 
with congestive heart failure in whom pulmon- 
ary complications are more apt to occur and 
less so in patients with angina pectoris. 
the introduction of local 


Since 
analgesia, 22 cases 
have been operated upon at the Beth Israel 
Hospital*® with decompensated heart disease 
without a single death. Cutler and Schnitker*! 
used local analgesia in all but one of their cases 
and have done this primarily because it permits 
the determination of the function of the recur- 
rent laryngeal nerve during operation. During 
the operation patients with severe congestive 
failure are placed in the “head up position’’*?! 
in order to avoid respiratory embarrassment and 
to tend to collapse the distended veins in the 
field of operation. A Kocher collar incision is 
used and, as emphasized by Cutler and Schnit- 
ker*!, it should be made somewhat higher than 
is usually made for a subtotal thyroidectomy 
because the removal of the superior pole is thus 
facilitated. 


Berlin?® recommends the trans- 
verse division of the infrahyoid group of 


muscles in order to mobilize the lateral lobes 
more readily. The entire thyroid gland, in- 
cluding all vestige of the pyramidal lobe, is re- 
moved, care being taken not to injure the para- 
thyroid glands or the recurrent laryngeal nerves. 
Cutler and Schnitker*! advise removing the 
right lateral lobe from the right side and the left 
lateral lobe from the left side, because previous 
to using this procedure they injured 2 recur- 
rent laryngeal nerves on the left side while 
working from the right. We believe that this 
while three 
of our cases the left recurrent laryngeal nerve 
was injured while removing the left lateral lobe 
from the right side. 


suggestion is worth because in 


While freeing the gland 
in its lower portion, especially in the region of 
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the inferior thyroid artery, care must be taken 
to visualize the recurrent laryngeal nerve and 
not to injure it. By having the patient speak 
frequently one can determine whether injury 
has occurred or not. Freedman** advocates 
laryngoscopy after the completion of a hemi- 
thyroidectomy in order to determine whether 
the recurrent laryngeal has been injured and if 
such is the case, the opposite lobe is not re- 
moved. The gland should be removed entirely 
at one time, because unless such is done, there 
is not sufficient decrease in the basal metabolic 
rate for improvement io occur. 
RESULTS 

The results obtained in those clinics where a 
number of cases have been operated upon and 
in which undoubtedly the indications for oper- 
ation are fairly definite have been very satis- 
factory. Mixter, Blumgart, and Berlin*® in 75 
cases of congestive heart failure and angina 
pectoris obtained the following results: In 23 
cases with angina there was complete relief in 
35 per cent, moderate improvement in 50 per 
cent, no improvement in 15 per cent, and there 
was no operative mortality. In 46 cases with 
congestive heart failure there was improvement 
in 55 per cent, moderate improvement in 26 
per cent, no improvement in 7 per cent, and an 
operative mortality in 12 per cent. Sixty-nine 
of the 75 cases operated upon had been followed 
postoperatively from four to eighteen months. 
In the entire group of 75 patients, 51 per cent 
had good results, 31 per cent had fair results, 
10 per cent were unimproved, and 8 per cent 
had operative deaths. Twelve per cent had been 
operated upon for a period of less than four 
months. Cutler and Schnitker*! report the re- 
sults obtained in 29 patients with angina pec- 
toris. Twenty-six were observed over three 
months and 21 over six months postoperatively. 
The operative mortality was 6.8 per cent; an- 
other 13.7 per cent ended fatally, the death not 
being related to the operation, however. Thir- 
teen per cent had recurrent laryngeal nerve in- 
jury, but the voice recovered in spite of paraly- 
sis of the cord; 10.3 per cent had parathyroid 
tetany. In 21 surviving cases, the results were 
excellent (90 to 100 per cent) in 47.6 per cent; 
good (75 to 89 per cent) in 4 cases. The re- 
sults were good in 14 (66.6 per cent) and fair 
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in 5, a total of fair to excellent results in 19 
(90.4 per cent). The results were poor in 2 
(9.5 per cent). In other words, 47.5 per cent 
were improved from 90 to 100 per cent; 66.6 
per cent were improved from 75 to 100 per 
cent, -and only 9.5 per cent were improved less 
than 50 per cent. 


Five total thyroidectomies for heart disease 
have been performed on the Tulane Under- 
graduate Surgical Service at the Charity Hos- 
pital, the longest having been observed fifteen 


and a half months postoperatively. There were 


three males (Cases 2, 3, 4) and two fe- 
males (Cases 1 and 5). The ages varied from 
forty-four to sixty-one years. Two cases 


(Cases 1 and 5) had hypertensive heart dis- 
ease, one (Case 1) auricular fibrillation, and 
Two (Cases 3 
and 4) had rheumatic heart disease with con- 
failure. One (Case 2) had _luetic 
with aortic regurgitaton. All 
patients had been treated on the medical ser- 
vice for varying periods of time without suc- 
cess. All cases were unrelieved by ordinary 
conservative measures and were bedridden be- 
fore operation. Four of the five patients had 
congestive heart failure, whereas 1 had severe 
angina with as many as 14 attacks daily. A 
cervicodorsal 


one (Case 5) angina pectoris. 


gestive 


heart disease 


sympathectomy had _ previously 
been performed upon this patient with relief of 
pain in the arm, but no effect on the precordial 
pain. Basal metabolic determinations were un- 
satisfactory because of the dyspnea in two 
(Cases 2 and 4). In the other three cases the 
preoperative values varied from +3 per cent 
to +34 per cent, and the postoperative values 
varied from -2 per cent to. -20 per cent. Aver- 
tin and local anesthesia were used in two cases 
(Cases 1 and 3) ethylene in two (Cases 2 and 
4), and local analgesia in one (Case 5).The 
left recurrent laryngeal nerve was injured in 
three cases, two of which were permanent, one 
recovering after several months. As mentioned 
above, this complication can probably be largely 
obviated by removing the left lateral lobe from 
the left side. One (Case 3) developed tetany 
and died six weeks postoperatively as the re- 
sult of severe gastro-intestinal hemorrhage. It 
is possible that the hypocalcemia which persisted 


27 


in spite of calcium and parathormone adminis- 
tration predisposed to the hemorrhage. 

None of the patients died immediately post- 
operatively. Three have succumbed, six weeks 
(Case 3), ten months (Case 4) and eleven 
months (Case 2), respectively, postoperatively. 
Two are still living, four and a half months 
(Case 5) and fifteen and a half months (Case 
1) postoperatively. Two of the three that died 
within eleven months after operation were defi- 
nitely symptomatically for varying 
periods of time. All the men are dead, but 
both women are still living. Both of the sur- 
viving patients had hypertensive heart disease 
with decompensation, and 1 had angina. Both 
these patients are definitely relieved. The pa- 
tient (Case 5) with angina who has been fol- 
lowed four and a half month postoperatively 
has had ro attacks the thyroidectomy. 
Prior to the thyroid operation a cervical sympa- 
thectomy gave little relief except that the pain 
in the left arm was no longer experienced. She 
is now able to be up and about with little or no 
discomfort, whereas previously she was bed- 
ridden. The surviving patient (Case 1) with 
congestive heart failure who has been observed 
fifteen and a half months postoperatively was 
markedly relieved until an attack of influenza 
a few weeks ago. Prior to this she did her 
own house work without symptoms. Since the 


relieved 


since 


able to work be- 
cause of dyspnea, but she is not bedridden. 


influenza she has not been 


REPORT OF CASES 


Case 1.—Charity Hospital No. 425. Mrs. J. R. 
DeL., white housewife, aged 53 years. Admitted 
January 3, 1934; discharged February 20, 1934. 

C. C.: Shortness of breath. 


P. I.: For twenty years has had hypertension, 
and for three years had dyspnea on slightest ex- 
ertion which has grown progressively worse. Oc- 
casional edema of feet and ankles. Thirteen years 
ago, noticed a swelling in neck, which has per- 
sisted. December 24, 1933: Became quite dyspneic 
and developed edema of the face only. Complained 
of sharp, oppressive, precordial pain, palpitation of 
the heart, vertigo, and orthopnea. 

P. E.: Obese, well-developed, hypersthenic in- 
dividual. Left lobe of thyroid “slightly enlarged.” 
The heart was much enlarged, measurements were 
not recorded. Auricular fibrillation. B. P., 180/90. 
Lower extremities were slightly edematous, pitting 
upon pressure. 
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Laboratory Examination: 1/4/34: Roentgen 
ray of chest: Cardiac shadow is indistinct due to 
increased lung markings and apparent edema at 
the base of the lungs, making cardiac measure- 
ments impossible. Marked peribronchial infiltra- 
tion in the upper portion of both lungs. Blood 
chemistry: NPN, 28 mg. per 100 cc. of blood; urea 
nitrogen, 14 mg.; creatinin, 1.1 mg.; blood sugar, 
95 mg. Blood Wassermann negative. B. M. R. 
+34 per cent; urinalysis: free from pus cells— 
catheterized specimen. PSP—70 per cent. E. K. G. 
Definite electrocardiographic evidence of myo- 
cardial disease. Anricular fibrillation (high grade). 
Occasional multifocal ventricular premature beats. 
Slight left axis deviation and low T waves. Q. RS 
0.07 seconds. Ventricular rate, 150. 

1/17/34: Patient transferred to surgical serv- 
ice. Patient received Lugol’s solution and tincture 
of digitalis preoperatively. 

1/25/34: Total ablation of the thyroid gland 
under avertin anesthesia and local analgesia (1/2 
per cent novocain). Following operation hoarse- 
ness was noted. Postoperative course uneventful. 

2/5/34: Wound healed. Patient states she feels 
like a new person, is not nearly so conscious of 
her heart as before. No pulse deficit present. A 
few ectopics occasionally. 

2/7/34: Laryngoscopic examination: Normal 
movements of right cord. The left cord occupies 
the midline position and does not move on respira- 
tion or vocalization, indicating recurrent laryngeal 
nerve involvement on left. 

Pathologic Examination: On section, thyroid 
contains numerous cysts with evidence of hyper- 
plasia, colloid and cystic degeneration. 

2/12/34: E. K. G. report: Q. R. S., 0.07 sec- 
ouds; verticular rate, 95; auricular fibrillation, 
slight ventricular predominance, digitalis T waves, 
definite electrocardiographic evidence of myocar- 
dial disease; ventricular premature beats present 
in previous E. K. G. have disappeared. 

2/20/34: The patient discharged, “much im- 
proved”. Patient still hoarse. 

3/7/34: Readmitted to Medical Service, com- 
plaining of dyspnea and swelling of the ankles for 
the past five days. 


3/10/34: Dismissed from the _ hospital “im- 
proved”. 
4/9/34: Entered out-patient clinic, complaining 


of dyspnea and slight edema of ankles. Two weeks 
duration. B. P., 150/100. Heart: P. M. I. 12.5 cm. 
to the left in the sixth interspace. Irregular 
rhythm, Al very faint. No murmurs heard. Few 
bubbling rales at the bases of the lungs posteriorly 
Oa auscultation. Extremities, no edema. More 
rest prescribed. 

4/13/34: O. P. D.: Generalized edema includ- 
ing lungs, abdomen, and extremities. Liver en- 


larged. Given prescription for digitalis, instructed 
to limit activities more. Patient has done con- 
siderable housework, including cooking, which she 
was not able to do for many months previously: 
E. K. G.: Auricular fibrillation present, Rl and R2 
slightly slurred, low T waves, digitalis, and definite 
evidence of myocardial disease. 


5/1/34: B. M. R.: —10 per cent. 

5/5/34: E. K. G. report: Normal cardiac me- 
chanism. 

5/9/35: Patient returns for observation. She 


has not been confined to bed as formerly and has 
returned to the preparation of meals and light 
housework. Felt perfectly splendid until one 
month ago, at which time she had influenza. Since 
this time has had smothering attacks and dyspnea. 
She is taking digitalis as per instructions and 
limiting activities somewhat. Laryngscopic ex- 


amination: Slight paresis. Patient still slightly 
hoarse. The mental attitude is remarkable. Dif- 
ficult to restrain activities. B. M. R.: —10 per 
cent. 

5/11/35: Blood sugar 74.34 mg. per 120 cc. of 
blood. 

Case 2. Charity Hospital No. 49202. W. M., 


cclored male laborer, 51 years of age. Admitted 
to hospital November 28, 1933, after having been 
in the hospital previously a number of times (7), 
over a period of four years. 

Diagnosis: Hypertensive cardiovascular disease 
with congestive failure and lues, made on previous 
admission. 

C. C.: Swelling of arms and legs, and shortness 
of breath. 

P. I.: In March, 1933, patient suddenly became 
dyspneic and weak while working and was forced 
to sit down to rest. Cold sweats and vertigo were 
experienced. Patient sent to Charity Hospital. At 
this time had edema of feet and left sided pleurisy. 
April, 1933, discharged and returned to work. Since 
April, 1933, his condition has grown progressively 
worse, and now has continuous dyspnea, fainting 
spells,a non-productive cough (paroxysmal). Short- 
ness of breath so marked that patient has to sit 
up in chair at night to rest. While attempting to 
work, collapsed and was brought to hospital No- 
vember 28, 1933. On admission the patient was 
markedly dyspneic and literally “waterlogged”. 
Marked enlargement of the heart with dilatation 
of the aorta, transverse measurements 17, longi- 
tudinal 17:5, and aorta 5.5 cm. Short, rumbling, 
presystolic murmur at the apex was heard. Medi- 
cal therapy was successful in relieving him to a 
marked degree. 

2/7/34: Total ablation of thyroid under ethylene 
anesthesia. Uneventful postoperative recovery. No 
sweating, shortness of breath, and pulse lost its 
bounding quality. Laryngoscopic examination 
showed normal functioning vocal cords. Patient 
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Edema disappeared completely. Patholo- 


felt fine. 
gical examination of thyroid shows some colloid 
change, otherwise normal. 


3/1/34: Patient discharged. 

4/6/34: Readmitted to hospital, complaining of 
dyspnea, dizziness, and slight swelling of the feet 
for the past week. He was _ still, however, not 
tctally incapacitated. Rest in bed and digitalis re- 
lieved symptoms. 

6/2/34: mm. K. G. report: 
myocardial disease, left ventricular predominance; 
digitalis T waves; slight, defective auriculoventri- 
cular conduction. Auricular rate, 60; ventricular, 
60; Q. R. S., 0.08 seconds. 

7/18/34: P.S. P., 25 per cent, two hours; B. P., 
160/90; Wassermann negative. 

7/27/34: Patient objectively as well as sub- 
jectively greatly improved. Discharged. 

1/6/35: Patient readmitted to hospital in semi- 


Definite evidence of 


comatose condition. No history obtainable. Slight 
apnea and generalized anasarca. Face puffy. 
Moist rales at base of both lungs. Heart, apex 


impulse sixth interspace, 1 cm. outside of mid- 
clavicular line. Rate 120. Regular rhythm. Abdo- 
men: Skin edematous, small amount of ascitgs. 
Extremities: Legs and feet markedly edematous. 
Reflexes—knee jerks absent. B. P., 110/72; P. S. 
P., first hour 20 per cent, second hour 15 per cent; 
blood Wassermann +; NPN, 27 mg.; blood sugar, 


95. 

1/6/35: Infusions of 50 per cent dextrose and 
digitalis given. 

1/7/35: Patient looks better. Edema subsiding, 


but still marked. Patient rational. Extract of 
thyroid, grs. 2 t. i. d. 

1/11/35: Abdomen markedly distended. Edema 
of feet and ankles has disappeared. 

1/13/35: Patient expired. 

Autopsy: Thyroid healed. Peritoneal 
cavity, 500 cc. free, bloody fluid. Pleural cavities, 
extensive, fibrinous adhesions of the right lung, 
and less extensive adhesions to the left lung. Five 
hundred cc. of straw-colored fluid in the pleural 
cavity. Pericardial cavity, pericardium markedly 
thickened, fibrinous adhesions between the peri- 
cardium and epicardium. Considerable fibrinous 
exudate free in the cavity and a slight amount of 
fibrin collected around the base of the heart. Three 
hundred cc. sero-hemorrhagic fluid in the cavity. 
Heart weighs 560 gms. Coronary arteries sclerosed. 
Kidneys, right 194 gms., left 184 gms. G. I. tract, 
diffuse petechiae upper portion of small intestine 
from a point approximately two feet from the 
duodenojejunal junction to the middle one-third of 
the ileum. Shows diffuse condition, subserosal, 
punctate, capillary hemorrhages surrounding the 
small bowel and extending from 3 to 5 cm. between 
the folds of the mesentery. ; 


wound 
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Anatomical Diagnosis: Hypertrophy and dilata- 
tion of the heart, acute fibrinous pericarditis, 
bronchiectasis, chronic pleuritis, multiple capillary 
thrombosis of the small intestines, chronic passive 
ccngestion of the liver, spleen, and kidneys. 

Case 3. Charity Hospital No. 5836. Pp. W., 
white boiler-maker, aged 44 years. Admitted Feb- 
ruary 10, 1934; died, May 5, 1934. 

C. C.: Shortness of breath, weakness and palpi- 
tation of the heart of eighteen months duration, 
aggravated by exercise. 

P. I.: December of 1933, had been confined to 
bed in Charity Hospital and was treated for cardiac 
decompensation. Worked until 12/15/33. Chief 
complaint at that time fainting spells, coughing, 
andspitting up of blood. Complained the past three 
years of transient, non-painful swelling of knee 
joints. Patient states the knees were hot to touch, 
and yet no elevation of temperature (oral) was 
present. Cough productive, frothy, and blood- 
tinged the last eighteen months. Patients returns 
to the hospital because of the “heart attacks” 
which occur while walking and also because of 
smothering sensations and coughing up of frothy 
material. Vertigo the past two years. Lost twenty- 
five pounds the last two months. 

P. E.: B. P., right 106/76; left 110/88. Capillary 
pulsation visible through finger nail beds. Fingers 
moderately clubbed. The heart is enlarged. A, 
greater than P.. Loud blowing, systolic murmur 
and soft diastolic at the apex. Loud blowing, rough 
systolic murmur at the aortic area. Abdomen dis- 
tended, bulging in flanks, and shifting dullness, 
and fluid waves are present. Liver palpable, four 
finger breadths below the right costal margin. 
Lower extremities slightly edematous. Diagnosis: 
Rheumatic heart disease, with mitral and aortic 
involvement. 

Laboratory Examination: 2/17/34: Roentgen 
ray of the chest shows considerable enlargement 
o1 the cardiac shadow. Borders of the heart ob- 
scured by increased density at the base of the 
lungs, probably edema. There is also considerable 
hilar and perihilar infiltration on the left side in 
the mesial portion of the lung. E. K. G., R1 and 
R2 slurred; occasional ventricular premature beats, 
prominent P.. Digitalis waves, extensive myocar- 
dial damage. Conservative therapy produced lit- 
tle improvement. 


3/22/34: Total ablation of thyroid under aver- 
tin anesthesia. 
3/23/34: Laryngoscopic examination: Vocal 


cords normal. No recurrent laryngeal paralysis. 
Oxygen given through intranasal catheter. Infusion 
of 5 per cent dextrose. 

3/27/34: Complains of numbness and tingling in 
extremities. Trousseau and Chvostek’s signs posi- 
tive. Serum calcium 8 mgs. per 100 cc. of blood. 
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Patient given parathormone and calcium gluconate 
two days. 

3/29/34: Patient is able to walk about the ward. 
Tingling and numbness have _ subsided. Serum 
calcium report, 6.8 mg. 

4/11/34: Serum calcium, 5.8 mgs. Parathor- 
mone increased from 16 units every other day to 
10 units every day. An abdominal paracentesis 


was done and 100 cc. of straw-colored fluid re- 
moved. 

4/16/34: Transferred to Medicine. 

5/6/34: Tarry stools. Vomited bright red 
blood. 


5/9/34: Feels better. Slight abdominal disten- 


tion. Thyroid extract gr. 1 t. i. d. 

5/11/34: Still vomiting blood. Pale. Condition 
restless. 

5/12/34: Died. 

Laboratory Data: Normal thyroid. 

Autopsy: Heart enlarged, 450 gms. Numerous 


hemorrhagic, superficial erosions in the stomach. 
No evidence of thyroid remnant. Rheumatic heart 
disease. 

Cese 4. Charity Hospital No. 16002. J. F. H., 
white male laborer, aged 61 years. Readmitted to 
hospital April 19, 1934; died March 17, 1935. Since 
1932 the patient has been in the hospital sixteen 
times for congestive heart failure, at which time 
digitalis, rest, and diuretics were prescribed. Dur- 
ing the past few weeks his condition has grown 
progressively worse. 


P. E.: Neck veins slightly engorged, apex beat 
11 cm. to the left in the sixth interspace. Thrills 
none, shocks none. Pulse 62, irregular (fibrilla- 
tion). Normal volume and tension P, decreased 


Lut greater than A. 
mur. 


Loud musical systolic mur- 
Musical element loudest about the fifth in- 
terspace, the sternum. 
loud. apex, short 
second sound. Opening snap of 
Musical murmur probably aortic. B. 


near Apex covered by 2 


rough blow, very Diastolic at 


followed on 
mitral valve. 


and 


P., 148/84. Liver four finger breadths below right 
costal margin. E. K. G.: Low grade auricular 
fibrillation. Prominent S waves, low R_ waves, 
definite electrocardiographic evidence of myocar- 


dial disease. Patient treated with bed rest and 


digitalis. 
5/1/34: Total ablation of the thyroid gland un- 
der ethylene anesthesia. 


5/7/34: Voice hoarse. Laryngoscopic examina- 
‘ion: Left recurrent laryngeal paralysis. 


Postoperative course uneventful. 

5/14/34: Patient discnarged. Not suffering 
precordial pain or ayspnea but is greatly relieved 
oi previous symptoms. 


Pathologist’s Report: The thyroid gland nor- 
mal. 
5/15/34: Patient readmitted, because he has no 


+ 
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one at home to take care of him. Chief complaint 
dizziness. Is greatly improved. Heart no longer 
decompensated. Has no dyspnea or precordial 
pain. 

5/16/34: Discharged. 

7/6/34: .Readmitted. Chief complaint mass in 
inguinal region, which proved to be a large, left 
inguinal hernia of 15 years’ duration. Appetite is 
poor, patient weak, listless, dull, and apathetic. He 
iz quite dyspneic, edema of the ankles is present; 
but less than two months ago when the thyroid 
gland was removed. 


7/23/34: Discharged. 
1/28/35: Readmitted. 
C. C.: Dyspnea and swelling of ankles. Patient 


ceased taking digitalis of his own volition, and 
since then has become more dyspneic and edema- 
tous. At the present time is almost in the State 
of anasarca and is unable to sleep in a reclining 
position. B. P., 190/100. 

P. E.: Many rales over base of lungs. Heart 
erlarged to left and downward. Rhythm irregular. 
Numerous ectopics. Systolic murmur at all valve 
areas. Abdomen swollen and_ greatly enlarged. 
Marked pitting edema of extremities. Pulse 60, 
acrtic A, murmur. 


1/31/35: Edema markedly reduced. 
2/5/35: Greatly improved, edema free. Digital- 


ized at present to toxic point. 


2/10/35: Sitting up. Still some ascites. 
2/11/35: Discharged. 

3/8/35: Readmitted. 

C. C.: Pain in heart, shortness of breath, and 


swelling of body. 


P. E.: Practically the same as on previous ad- 
mission. Marked edema generalized. The course 


of the patient was progressively downhill and he 
died, 3/17/35. No autopsy obtained. 
Case 5. Charity Hospital No. 58452. 
housewife, aged 61 years. 
1934; discharged 1/29/35. 
c. €.: 


P.1.: Patient well until two years ago, at which 
time was brought to hospital in diabetic coma. 
After stabilization was discharged and given a diet 
to follow. Approximately one year ago started to 
have vise-like pains over sternum, which radiated 
te the back and down inner aspect of left arm, 
forearm, and hand to fingers. Attacks became 
worse and at time of admittance to the hospital 
was having eight to fifteen attacks daily. Re- 
lieved by nitro glycerin placed under the tongue. 
These attacks usually lasted three-quarters of an 
hour. 

P. E.: Apex beat fifth interspace, well outside 
the midclavicular line. Heart moderately enlarged. 
No definite murmurs, P, slightly greater than 


Mrs. C. B. 
Admitted December 5, 


Pain in precordium and left arm. 
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A. Pulse 124 and regular. Liver slightly en- 
larged. 

Laboratory Findings: Blood sugar, 150 me. 
per 100 cc. of blood. Wasserman negative NPN 27 
mg. per 100 cc. of blood. Urea nitrogen, 10.2. 

12/12/34: Left cervical sympathectomy per- 
formed with resection of lower cervical and first 
thoracic ganglia. Horner’s syndrome developed. 

1/1/35: Pain in area relieved, but still has pre- 
cordial pain. 

1/6/35: Continuous attack of pain during the 
day, but not as severe as previously. 


1/7/35: One attack of pain today. Skin of the 
left hand, arm, face on the left, is dry and warm 
to touch. 

1/9/35: Horner’s syndrome persists. One at- 
tack of pain today in spite of absolute bed rest. 
B. M. R. +10. 

1/11/35: Severe anginal pain last night, lasted 
on hour. Relieved by nitroglycerin, one tablet. 

1/14/35: Two severe attacks of pain day before 
yesterday, and one last night. 

1/17/35: Total ablation of the thyroid gland 
under local analgesia. In removing the left lateral 
Icbe recurrent laryngeal nerve was caught in a 
ligature which was immediately removed at time 
voice change was noticed. 

1/18/35: No anginal attacks. Change in voice. 

1/24/35: Postoperative convalescence unevent- 
ful. Laryngoscopic examination shows paralysis 
uf left vocal cord. No anginal attacks since opera- 
tion. B. M. R. —20. 

1/28/35: 
operation. 


1/29/35: 


Patient on exercise. No angina since 


Discharged, feeling fine. Wound 
healed and voice change improving. To return to 
clinic for observation and for treatment of dia- 
betes mellitus. 

5/9/35: Patient returns for observation. Has 
hed no pain since thyroidectomy. Is, however, 
weak and tires easily. Able to do light housework, 
whereas previously was completely incapacitated. 
B. M. R. —20 per cent. Laryngoscopic examination 
shows no abnormality in vocal cords. 

5/11/35: Blood chemistry, 180.18 mg. per 100 
cc. of blood. 


REFERENCES 


1. Pratt, Gerald H.: Complete thyroidectomy in ad- 
vanced heart disease, Am. J. Surg., 28:85, 1935. 
2. Parry, C. H.: Collected Works, London, Under- 
wood, 1825, Vol. 2, pp. 478-480. 
3. Kocher, A.: Ueber Marbus Basedowi, Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1:1, 1902. 
4. Hamilton, B. E.: Clinical notes on hearts in hy- 
perthyroidism, Boston Med. and Surg. J., 186:216, 1922. 
Idem: Heart failure of congestive type caused by 
hyperthyroidism,, J. A. M. A., 83:405, 1924. 
Idem: Heart failure of congestive type caused by 
hyperthyroidism, Surg. Clin. N. Amer., 4:1411, 1924. 


r. 


5. Lahey, Frank H. and Hamilton, B. E.: Thyrocar- 


diacs: Their diagnostic difficulties: Their surgical 
treatment, S., G., and O., 39:10, 1924. 

6. Christian, Henry A.: Total Ablation of the thy- 
roid, J. A. M. A. (Correspondence Section), 164:64, 1935. 

7. Idem: Heart and its management in myxedema, 
Rhode Island Med. J., 8:109, 1925. 

8. Idem: The Diagnosis and Treatment of Diseases 
of the Heart, Chapter XII, p. 274, Oxford Monographs 
on Diagnosis and Treatment, Vol. 3, p. 355, New York, 
Oxford Press, 1928. 

9. Blumgart, H. L. and Weiss, S.: Studies on ve- 
locity of blood flow, J. Clin. Invest., 4:149 and 173, 
1927. 

10. Blumgart, H. L.; Garfill, S. L.; and Gilligan, D. 
R.: Studies on the velocity of blood flow: XIII. The 
circulatory response to thyrotoxicosis, J. Clin. Invest., 
9:69, 1930. 

11. Idem: Studies on the velocity of blood flow. 
XIV. The circulation in myxedema with a comparison 
of the velocity of blood flow in myxedema and thyro- 
toxicosis, J. Clin. Invest., 9:91, 1930. 

12. Blumgart, H. L. and Weiss, S.: Studies on ve- 
locity of blood flow: V. The physiological and patho- 
logical significance of velocity of blood flow, J. Clin. 
Invest., 4:199, 1927. 

13. Idem: Studies on velocity of blood flow: X. The 
physiological and pathological significance of velocity 
of blood flow, J. Clin. Invest., 6:103, 1928. 

14. Idem: Studies on velocity of blood flow: XI. 
Pulmonary circulation time, the minute volume blood 
flow through the lungs, and the quantity of blood in 
the lungs, J. Clin. Invest., 6:103, 1928. 

15. Weiss, S. and Blumgart, H. L.: Effect of digi- 
talis bodies on velocity of blood flow through lungs 
and on other aspects of circulation, J. Clin. Invest., 7:11, 
1929. 

16. Blumgart, H. L. and Weiss, S.: Effect of digi- 
talis bodies on velocity of blood flow through lungs 
and on other aspects of circulation, J. Clin. Invest., 
4:555, 1927. 

17. Blumgart, H. L.: The velocity of blood flow in 
health and disease, Medicine, 10:1, 1931. 

18. Blumgart, H. L. and Berlin, D. D.: The import- 
ance of decreased cardiac work in the relief of angina 
pectoris by total ablation of the thyroid, Am. J. Phy- 
siol., 109:11, 1934. 

19. Effinger, E. C. and Levine, S. A.: The effect of 
total thyroidectomy on the response to adrenalin, Proc. 
Soc. Exper. Biol. and Med., 31:485, 1954. 

20. Levine, S. A.; Ernstene, A. C.; and Jacobsen, B. 
M.: Use of epinephrine as a diagnostic test for angina 
pectoris, with observations on the electrocardiographic 
changes following injections of epinephrine into normal 
patients and into patients with angina pectoris, Arch. 
Int. Med., 45:191, 1930. 

21. Cutler, E. C. and Schnitker, M. T.: Total thy- 
roidectomy for angina pectoris, Ann. Surg., 100:578, 
1934. 

22, Shambaugh, P.: Experimental angina pectoris in 
the dog, with particular reference to the effect of total 
thyroidectomy, Proc. Soc. Exp. Biol. and Med., 31:978, 
1934. 

23. Lahey, F. H.: End results in thyrocardiacs, Ann. 
Surg, 90:750, 1929. 

24. Pemberton, J. de J. and Willius, F. A.: 
features of goiter, Ann. Surg., 95:508, 1932. 

25. Rosenblum, H. H. and Levine, S. A.: What hap- 
pens to patients with hyperthyroidism and significant 
heart disease following subtotal thyroidectomy, Am. J. 
Med. Sc., 185:219, 1933. 

26. Blumgart, H. L.; Levine, S. A.; and Berlin, D. D.: 
Congestive heart failure and angina pectoris, Arch. Int. 
Med., 51:866, 1933. 

27. Friedman, H. F. and Blumgart, H. L.: Treat- 
ment of chronic heart disease by lowering the meta- 


Cardiac 








432 

bolic rate: The necessity for total ablation of the thy- 
roids, J. A. M. A., 102:1, 1934. 

28. Berlin, D. D.: Therapeutic effect of complete 
thyroidectomy on congestive heart failure and angina 
pectoris. II. Operative technic, Am. J. Surg., 21 :173, 


1933. 

29. Mixter, C. G.; Blumgart, H. L.; and Berlin D. D.: 
Total ablation of the thyroid for angina pectoris and 
congestive heart failure, Ann. Surg., 100:570, 1934. 

30. Wolferth, C. C.: Total thyroidectomy for cardiac 
failure, Ann. Surg., 101:1276, 1935. 

31. Blumgart, H. L.; Berlin, D. D.; Davis, D.; Rese- 
man, J. E. F.; and Weinstein, A. A.: Treatment of an- 
gina pectoris and congestive heart failure by total ab- 
lation of the thyroid in patients without thyrotoxicosis. 


X. With particular reference to the preoperative and 
postoperative medical management, Ann. Int. Med., 7: 
1469, 1934. 

Friedman, L. M.: Treatment of angina pectoris and 
congestive heart failure by total ablation of the thy- 
roid. V. Importance of laryngoscopic examination as 


of preventing bilateral paralysis of the vocal 


Otolaryng., 19:383, 1934. 


a means 


cords, Arch. 


DISCUSSIONS 


Dr. Urban Maes: The historical aspects of 
complete thyroidectomy for cardiac disease have 
been so thoroughly covered by Dr. Ochsner that 
it is unnecessary to go into them further, except 
for one point. Blumgart arrived at his conclu- 
sions by studying the velocity of the blood flow 
before and after thyroidectomy, but the rationale 
of the procedure is really based on the relief that 
can be given by thyroidectomy to the embarrassed 
and overworked heart associated with certain types 
of thyroid disease. We are especially indebted to 
Dr. Frank H. Lahey for his repeated emphasis up- 
on this point. 

The mortality of this form of treatment is too 
high to be lightly dismissed. The risk of the 
operation is undeniable, and I am afraid that all 
surgeons who undertake it will go through a period 
when they will lose a certain number of patients. 
The hopeful thing is that in such clinics as Cutler’s 
in Boston, where the operation is used with rela- 
tive frequency, the mortality is steadily diminish- 
ing. 

I have done in all six cases. Two patients died 
i: the hospital, one of progressive cardiac failure, 
the other of pneumonia and mediastinitis following 
postoperative edema of the larynx. A third patient, 
who left the hospital alive, died two months later 
of lobar pneumonia. He was a chronic alcoholic, 
and how much the recent operation had to do with 
his death it is impossible to say. Of the three 
patients who are living, one has not compensated 
at all. The other two, although they still have 
recurrent cardiac attacks, are definitely improved. 

The selection of cases is probably the most im- 
portant consideration at present. There is no 
longer any question as to whether in complete 
thyroidectomy we have a form of therapy that can 
offer something to cardiac patients. We have. 
Which patients they are, however, and how they 
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are to be selected, are other matters. It goes 
without saying that the closest cooperation be- 
tween the internist, particularly the cardiologist, 
and the surgeon is essential, but that is not enough. 
Electrocardiograms are helpfuly but again they 
do not go far enough. The patient whose disease 
is purely cardiac must De separated from the pa- 
tient whose disease is associated with thyromi di- 
sease, and recent reports suggest that studies of 
the cholesterol content of the blood may be helpful 
here. 

The most important consideration, it seems io 
me, is the estimate of the degree of myocardial 
damage, particularly when angina and coronary 
disease are associated with it. Slowing down the 
blood current is not going to help a patient whose 
myocardium is very badly damaged. I cannot 
agree with Dr. Ochsner that such patients stand 
any chance of being benefited, although I do agree 
with him that the control of myxedema following 
complete thyroidectomy need give us no special 
concern. 

We had no injury to the recurrent laryngeal 
nerves in any case in this series. So far we have 
had only one case of tetany, with a markedly re- 
duced hemoglobin and blood calcium. Dr. Veal 
studied a large series of cadavers and found that 
polar ligation of the thyroid artery was usually an 
effective precaution against damage to the para- 
thyroid glands. He found, too, that many supposed 
purathyroid glands, which he had identified by the 
methods applicable in vivo, proved on removal to 
be merely lymph nodes. 

My own opinion is that we should not perform 
this operation on moribund patients. All the liter- 
ature on the subject shows that this has been 
done, and it amounts to an attempt at resurrection. 
I feel very strongly that the patient who does not 
show some response to medical measures is not like- 
ly to respond to surgical measures, and we dis- 
credit a valuable procedure by performing it in 
such cases. I should have done better, I think, 
to let the patients in my series who died in the 
hospital do their own dying without surgery. They 
were doomed, regardless of what was done for 
them, and there is no question in my own mind 
that I sped them on their way. 

Dr. I. I. Lemann: If we are to get any further 
along with the procedure it seems to me that the 
responsibility of choosing cases must be that of 
the internist rather than that of the surgeon. With 
al! due humility and due recognition of the ability 
of the surgeon, I should say that the man who has 
been treating heart disease, watching heart 
disease, seeing the end results, and evaluating the 
prognosis of the patient in the past, is in much 
better position to judge what that patient might 
or migh not do than the most skillful surgeon. 

That brings us to the consideration of the very 
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thought that both Dr. Ochsner and Dr. Maes 
stressed, namely, that it is not fair to the method 
t» reserve to it only the moribund and the hope- 
less cases. On the other hand, I think the men 
wko have treated heart disease must feel that at 
least the better cases should not be subjected to 
this risk, because there are a certain number of 
cases we all know that will remain well and resume 
a certain amount of activity and usefulness again. 
We must, therefore, be prepared to select a group 
between these two extremes, not the moribund, 
not the hopeless case, and not the most hopeful 
case, but a group restricted to those cases in be- 
tween, and because of that restriction, I fear, just 
a priori that the method must have a very restrict- 
ed field of usefulness. So much for congestive 
heart failure. 

When we think of angina I think we must come 
to the same conclusion again, that the method can 
be used for a restricted number of cases. It can- 
not be used for those patients who have been sub- 
ject to myocardial infarction. Where the angina 
syndrome is due to coronary occlusion, this method 
is not applicable. Nor is it applicable to the more 
hopeful cases where angina is rather of infrequent 
occurrence and milder type. It must be restricted, 
therefore, to that group of patients who have no 
history of infarction of the heart muscle and yet 
have frequent attacks of angina. Dr. Ochsner de- 
scribed one of his cases, practically a status 
anginosus. When we have status anginosus it is 
aimost probable we are dealing with coronary oc- 
clusion. If the method is useful in angina, it is 
useful in a very select number of cases. 

Dr. Chaille Jamison: It seems to me we are 
losing sight of a certain principle in this discus- 
As I understand this whole procedure it is 
merely to further—I am speaking of congestive 
heart failure—an already well recognized principle, 
pure rest to the heart and therefore to relieve the 
load on the heart. Now backed by the same pro- 
cedure we can say reducing the needs, the tissue 
needs of the heart, that we add to the amount of 
rest in a greater degree than can possibly be got- 
ten by putting the patient to bed. It looks to me 
like strictly the logical thing to do. 


sion. 


Now, selection of cases is, of course, difficult. 
I fear that we are not by electrocardiograms, or 
by any chemistry yet known, going to have a 
method to tell us when this procedure is indicated. 
But it does seem that any internist who has seen 
a sufficient number of cases of congestive heart 
failure, sees case after case who recuperates, then 
after a little effort fails again—I do not believe 
there would be any great difficulty in selecting 
cases that we are perfectly certain in the course 
of a few months under the ordinary requirements 
of life are going to die, and that could not get suf- 
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ficient rest—I believe those cases should come 
under the class we should operate. I do not be- 
lieve we should send the moribund to the surgeon, 
but I do believe we can select a group that have 
failed time and time again because they cannot 
get enough rest by the recognized method. 

Now again, the question of myocardial injury. 
There is not any medical man who has followed 
cases to autopsy who has not seen hearts, and 
especially hypertensive cases, where you cannot 
see what is the matter. You put it under the 
microscope and you cannot see what is wrong, 
simply the muscle fibrosed, and one really feels 
terribly when one realizes the man has died with- 
out adequate pathological reasons. Of course, 
that does not apply to infarction and rheumatic 
heart disease, where there is a great deal of in- 
jury. We are speaking of congestive heart failure, 
as though it was really a question of the heart. 
After all, when congestive heart failure exists for 
a sufficient length of time there is going to be in- 
jury to the heart or cirrhosis eventually. The same 
thing is true of the kidney. These things should 
be thought of before recommending thyroidoctomy. 
I have had one case, just the type I am speaking 
of, that we would have expected to die in the next 
attack of congestive heart failure. He had two, 
came back in two or three weeks after his dis- 
charge with the third attack and began to com- 
pensate pretty well. I know the minute he got 
out of bed he would fail. He needed more rest and 
tke only way he could get it was by reducing the 
metabolic rate. The only method I know of was 
to remove the thyroid. This was done quite suc- 
cessfully by complete ablation. The patient made 
an uneventful recovery and died ten months later 
of congestive heart failure. I was inclined to 
think that hypothyroidism had set in, and that he 
had not followed his instructions and that had con- 
siderable to do with his death. 


I believe we have a method of great value. Now, 
my experience so far has been that the surgeons 
are not wanting hard cases to operate on, especial- 
ly in the reports we have had tonight. We can- 
not say to the cardiac getting along pretty well. 
“Here, add to your risk.” We can only send those 
cardiacs to the surgeon and say to them, “Now 
yeu are hopeless. Either you have got to stay 
bedridden, and even if you stay bedridden it is only 
a question of a few months, or something has got 
to be done to get the lead off your heart.” I do 
not believe it is an impossible problem to select 
such cases that are not a risk. We know when we 
control the basal metabolism we are going to help 
solve the problem. I think it has added very 
greatly to what we may do for the hopeless case 
of congestive heart failure. 


Dr. Leo. N. Elson: I think of course that in 
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cardiac cases operation on the thyroid is in princi- 
ple very good. The thyroid is a dynamic organ; i. 
e., a highly active and activating organ, and, with 
the exception perhaps of the adrenals, is more 
than any other organ most actively concerned with 
the heart and the whole cardio-vascular system in 
health and disease. Hence the extirpation of the 
thyroid in adcanved diseases of the heart would 
doubtless be of great value. To advise, however, 
as a regular procedure in these cases, to resort 
to so formidable an operation in patients with 
such lowered vitality would appear risky and very 
hazardous. 

I would suggest looking for safer means in 
cardiac cases to inactivate the thyroid. I have m 
mind two cases of essential hypertension which 
heve been benefitted (I can say cured) by roent- 
gen ray irradiation of the thyroid. I was intend- 
ing to report them in due time. 

Many years ago, in what was then a very old 
medical publication by Sajous, I read where, in 
speaking of the high activity and virulence of 
cancer cells of the breast, he advises the inactivat- 
ing of them by injection of alcohol in the cancer- 
I thought then that it might be worth 
trying to use multiple injections of the 
thyroid with alcohol to inactivate it or at least to 
diminish its activity. There ought to be some 
merit in it. 


ous breast. 
while 


A rational however, in advanced 
cardiae cases would be to use roentgen ray irradi- 
ation of the thyroid—short exposures say of about 
1, minute—at frequent intervals of about five or 
six days for a prolonged period of time. There is 
a rule that the susceptibility of an endocrine organ 
to irradiation is directly proportional to its 
dynamicity, and the thyroid being highly dynamic 
should be greatly inactivated by irradiation. If 
irradiation does not in some cases inactivate the 
thyroid completely it may be a good preliminary 
tu thyroidectomy. This will broaden’ the field 
which the essayist advocates. 

Dr. Randolph Lyons: I feel this is such an im- 
portant subject it should be thoroughly discussed 
because it is in its incipiency now, and I believe 
any of us who have had the opportunity of hearing 
Blumgart and Cutler account cannot help but be 
impressed and believe that it has value in selected 
Two weeks ago, I heard Dr. P. D. White 
it as an addition to our armamentarium. 


procedure, 


cares. 
mention 
The selection of cases is the important thing. 
Dr. Lemann and Dr. Maes and Dr. Jamison brought 
out this point I think very well. I agree with Dr. 
Lemann that selection of cases should be made 
by the internist, who has had _ experience with 
cardiac cases and he should be the one to select 
the cases. In the congestive heart group, Blum- 


gsart recently laid down some new rules. Previous- 


OcusNER-GILLESPIE—Thyroidectomy for Cardiac Disease 


ly, he advised operation on cases which had de- 
compensated and could not regain it even while 
in bed. Such cases are no longer considered suit- 
able. If the patient is unable to gain a certain 
amount of compensation while in bed, it is a hope- 
less proposition to operate on the thyroid with it 
added dangers and risk. In the anginal group, he 
laid particular stress on the angina of effort as 
being particularly well adopted for operation. 
There is no point in operating on those individuals 
who have an attack at long intervals. But the in- 
dividual who cannot walk more than a few steps 
without having pain, I believe that particular in- 
dividual is the one for operation. 


We realize from what we have heard here to- 
night that the operation has definite risks. In the 
first place, it should not be undertaken if the basal 
metabolic rate is below fifteen or twenty, because 
then we throw the patient into myxedema. Then 
we have to give the patient thyroid to get rid of 
the myxedema. Consequently, the patient with a 
low rate is a poor risk. We should not operate on 
the patient who cannot regain compensation. 
Further, the operation should not be undertaken 
by every surgeon. I think if this method becomes 
universal the death rate wilk become high because 
it requires special skill and training. I do believe 
that in properly selected cases the procedure is of 
very definite value. 


Dr. Edgar Hull: I think we have a ready ex- 
planation for the high mortality in the series of 
cases that Dr. Maes told you about, and perhaps 
also for the mortality in Dr. Ochsner’s series, and 
that is in the mode of selection of patients for the 
operation. I had something to do with the selec- 
tion of cases in Dr. Maes series, and this is the 
way we went about it: At the time we began this 
work, the types of cases suitable for total thy- 
roidectomy, according to the criteria laid down by 
Blumgart, included patients with congestive failure 
who had never completely compensated after pro- 
longed rest in bed. It seemed logical to us to 
select cases of this kind for operation, because 
these patients are doomed anyhow; we were loath 
to advise a dangerous operation, the beneficial ef- 
fects of which are decidedly problematical, to 
patients whose cardiac compensation can be re- 
stored by medical measures, even if their activity 
is limited because of their heart trouble. Four 
of the patients in Dr. Maes series had advanced 
cardiac failure, and had shown little improvement 
after prolonged rest in bed with medical treat- 
ment. The three deaths in the series were all 
from this group of patients. It is not hard to 
understand a high mortality in cases who were 
such poor operative risks. 

Let me relate in a little more detail the type of 
cases that were operated upon in Dr. Maes’ series: 
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One was a young man with rheumatic heart disease 
(mitral stenosis), who had had _ prolonged rest 
without establishment of compensation. He died 
four or five days after the operation of progres- 
sive cardia failure. Another was a young woman 
with rheumatic heart disease who still had edema 
and hydrothorax after a long period of rest in 
bed; she was the patient who died of pneumonia 
and mediastinitis. The third was a somewhat 
elderly woman with old rheumatic heart disease 
and probable superimposed cirrhosis of the liver; 
this patient still lives, although she has to have 
paracentesis performed at frequent intervals. The 
fourth was a middle aged man with mitral sten- 
osis, who had been bed ridden for many months; 
he lived some months after the operation, and was 
able to be up and about, but succumbed to an at- 
tack of lobar pneumonia. At autopsy his mitral 
orifice was found to be less than the diameter of 
a lead pencil. It is difficult to see how any 
therapy could have helped him. The fifth was a 
middle aged woman with both rheumatic and 
hypertensive heart disease, in whom slight failure 
persisted after prolonged bed rest; she is living 
fifteen months after her operation, and may have 
been Benefited. The last patient was a young girl 
with essential hypertension and intractable cardiac 
pain; her electrocardiogram suggested that she 
had marked disease of the coronary arteries. This 
patient is alive a year after thyroidectomy, and 
has experienced considerable relief from pain, al- 
though she now has edema of the ankles in the 
afternoons. 


Dr. Ochsner’s patients also seem to have been 
persons with advanced disease, and it still seems 
to me that these were proper cases to select, per- 
sons who had nothing to lose. After our experi- 
ence with the first few cases we learned that we 
would not gain much by operating on the doomed 
patients, who were already practically moribund, 
and our criteria have been restricted so much that 
IT have not found a patient in eleven months whom 
I consider a suitable subject for total thyroidec- 
tomy. I should still advise the procedure in cases 
of angina pectoris whose attacks occur very fre- 
quently in spite of good medical treatment, and 
perhaps in patients who have had recurrent at- 
tacks of failue but who compensate when put to 
bed. 

Dr. I. L. Robbins: I want to ask Dr. Ochsner if 
he would tell us about the status of the heart fol- 
lowing the total ablation of the thyroid. Whether, 
for example, there was any change in the hyper- 
tension or if the heart decreased in size, whether 
for instance there was any rhythmic change? I 
also want to state that in the case Dr. Bloch 
operated on, the patient had very many extra 
systoles and after operation the extra systoles per- 


sisted and the size of the heart remained the same 
as before operation. 

Dr. Alton Ochsner (In conclusion): I am in- 
deed grateful to all the discussors for this exten- 
sive discussion. I, too, want to say with Dr. Le- 
mann, as in Dr. Maes’ case, the internists referred 
all our cases; we had nothing to do with the se- 
lection of the patients. .If any surgeon knows as 
little as I do about heart disease, he has no busi- 
ness choosing cases. 

I cannot agree with Dr. Jamison about the re- 
sults. One reason the mortality has been so high, 
I believe, has been because of the cases we had. 
One who died six weeks postoperatively died as a 
result of the operation. The others were definite- 
ly improved and all died of cardiac failure. I be- 
lieve there is a group of individuals, however, in 
which total ablation of the thyroid probably of- 
fers some help. 

Dr. Lemann states that the number of cases in 
which the operation is indicated is few. In Boston 
there are apparently more. They have done over 
200 in two years’ time and gotten good results. 
One would expect this, however, because they are 
the proponents of the theory. I do not believe 
anyone advocates using the procedure in the in- 
dividual who is relieved by medical measures and 
who is compensated by conservative methods. It 
is the individual who cannot be up and about who 
might be aided. 

Luetic heart disease is a definite contraindica- 
tion to the operation, whereas rheumatic heart 
disease offers a better prognosis. 

As regards changes in these cases postopera- 
tively, which Dr. Robbins referred to, there have 
been few changes. One patient’s hypertension was 
much less. One patient with auricular fibrillation 
showed slight arrhythmia postoperatively. 

Undoubtedly these cases have to be chosen by 
the internist and the operation is not a panacea, 
but probably does offer something for individuals 
who would otherwise be doomed to invalidism. We 
cannot speak of one case, but certainly one case 
with angina which we had was materially bene- 
fited, and this is the opinion of the Boston group 
who have had a great deal of experience with this. 
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1839 when Lagenbeck discovered the first para- 
sitic fungus of man, which is known today as 
Oidium or monolia albicans, the causative fun- 
gus of thrush. The study and investigation of 
fungi goes even farther back to the time of 
Hook in 1677. That early mycologist studied 
the yellow spots found on rose leaves and made 
drawing of the mycelia composing these fun- 
gous growths. Hook believed that fungi arose 
from decaying matter by a process of spon- 
taneous generation, and while his belief has not 
been substantiated, his work stimulated intense 
research. It is important to note the lapse of 
time that occurred from the original work on 
plant fungi in 1677 to Lagenbeck’s discovery 
in 1839, when the first fungous infestation of 
the human was found. The century and a 
half intervening betwen these two vital discov- 
eries was a fruitful period for the early work- 
ers in the field of mycology, as shown by the 
numerous observations and discoveries of fun- 
gous growths, which are recorded in the medical 
literature of that time. 

Although the science of mycology antedates 
that of bacteriology many years, the advent of 
the later science seemed to over-shadow the im- 
portance of fungi completely, and it was not 
until the beginning of the last century that the 
parasitic fungi of man again attracted much at- 
tention. 

To appreciate fully the progress made in the 
field of mycology during the nineteenth cen- 
tury, it is but necessary to read some of the 
more important mycological contributions of 
that time. Lagenbeck’s accidental discovery of 
the thrush fungus in the oral mucosa of a ty- 
phus case in 1839, Schoenlein’s discovery of 
the causative fungus of favus, and Robin’s in- 
vestigations which were reported in 1843 on 
Oidium albicans did much to stimulate further 
research. Gruby in 1844 found the causative 
fungous of ringworm infections, and pointed 
out the importance clinically and mycologically 
of the variation in the size of the spores pro- 
duced by 1846 Eichelstedt 
contributed to the fast growing knowledge of 
mycology, the causative fungous of pityriasis 
versicolor. 

Although the study of fungi continued to at- 
tract attention until the latter part of the nine- 


this fungus. In 
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teenth century, when the discoveries of Koch 
and Pasteur in the field of bacteriology almost 
completely overshadowed the interest in my- 
cology, the beginning of the twentieth century 
found a revived interest in parasitic fungous 
This 


thought to be caused by the post war demobili- 


diseases of man. rejuvenation was 
zation of soldiers, who had intermingled with 
allied combatant troops from infected localities, 
and thus precipitated an enormous outcropping 
fungous diseases, 


of superficial principally 


tenial infections. Legge, Bonar and Temple- 
ton believe that the nation-wide distribution of 
ringworm infection in the United States, may, 
in part, be due to importation into this coun- 
try through the medium of students from In- 
dia, China and Japan attending our institu- 
tions of Certainly this influx of 
foreign students has been more common since 


learning. 


the advent of the twentieth century. The so- 
called “Hong-Kong foot”, “Shanghai foot”, 


“Mango Toe” of Ceylon and many similar con- 
ditions of the foot found so common in tropical 
and semi-tropical countries are really fungous 
infections. 

Although there may be differences of opinion 
as to the mode of dissemination of fungous 
diseases the point of interest to us is that there 
has been a revival of mycotic interests and this 
concerns us here in New Orleans, a semi-tropi- 
cal seaport city at the cross roads of the tropical 
and temperate countries. 

My purpose in this paper is to collate facts 
concerning these mycotic infections of the skin, 
for I believe it is as necessary to compare and 
weigh these mycological truths as it is to es- 
tablish them. It seems pertinent, indeed ne- 
cessary, to occasionally pause and look in retro- 
spect over the work being done in any field of 
endeavor, and thereby impress it, upon our 
minds. In a community such as this where 
fungous diseases are so prevalent, one should 
be fungous conscious, so to speak, and be 
aware of the frequency and importance of these 
vegetable parasitic growths. A report of some 
3000 cases of mycotic infections of the skin 
is given as an excuse for reading this other- 
wise academic paper, for we as physicians de- 
mand something more than a didactic lecture 
on a subject as common as mycology. It is 
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hoped that the author will be pardoned for a 
few elementary remarks, which seem to be in- 
dicated in presenting a paper which embraces 
such a vast field of dermatalogy. 

Fungi are widely distributed in nature. They 
are responsible for many plant and animal dis- 
eases and play an important part in our every 
day life. While practically every branch of 
medicine is affected by fungous diseases, it is 
in the field of dermatology that fungi play 
some of their greatest roles as pathogenic 
agents. Many skin diseases are due to fungi, 
ranging from such a banal infection as tinea 
versicular to coccidioidal granuloma, a disease 
of high mortality. 

Modern advertising mediums have so dis- 
seminated the phrase “athlete’s foot” that most 
of us associate fungi only with ringworm of 
the feet and forget the varied roles that fungi 
play in industry and in disease. Molds, yeast 
and actinomycetes are of economic importance 
because of their enzymes and toxins. 
the causative agent in the spoiling of food- 
stuffs and other organic products in industry, 
and they play an important part in the circula- 
tion of the elements of organic matter in na- 


They are 


ture, thereby maintaining soil fertility. Fungi 
also bring about chemical reactions of value to 
man in producing industrial ferments. 
paper I must limit my remarks to a brief dis- 
cussion of the role these fungi play in produc- 


ing diseases of the skin or dermatomycoses. 


In this 


Mycotic infections of the skin are exceed- 
ingly common occurrences and in the temperate 
and subtropical climates where they constitute 
the bulk of clinical We no longer 
think of fungous diseases as tropical infesta- 
tions, for even here in the temperate climate of 
Southern United States, the dermatomycoses 
are the most common of the group of skin dis- 
eases. 


mycoses. 


This selective localization in the integu- 
ment is perhaps due to the fact that the causa- 
tive fungi of these mycotic infections of the 
skin are of low invasive power, and their ac- 
tivity is confined mostly to the skin proper. 
The deep mycotic infections are much less com- 
mon than the superficial mycoses and fortun- 
ately so. Mycologically, and biologically they 
lend themselves to a classification into a sapro- 
phytic and pathogenic group. The resultant 
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clinical syndromes, which they produce may be 
designated as saprophytic and pathogenic der- 
matomycoses_ respectively. The pathogenic 
dermatomycoses may be further subdivided 
into superficial and deep groups. 


SAPROPHYTIC DERMATOMYCOSES 


The saprophytic growth of fungi on the epi- 
dermis or hairs is not a true infection, and is 
accompanied by little or no inflammation. The 
saprophytic group includes pityriasis versicolor, 
erythrasma, piedra and pinta. The foremost in 
this group is pityriasis versicolor or tinea versi- 
color as it is generally called and is very com- 
monly seen in this section of the country. The 
causative fungous of pityriasis versicolor is the 
microsporon furfur and was discovered by 
Eichelstedt in 1846. The disease is extremely 
chronic, being found mostly in people with 
moist skins for that reason it is common in the 
skins of patients suffering from pulmonary tu- 
berculosis. The eruption is very superficial 
and manifests itself largely on the trunk, in the 
form of variously sized and shaped non-elevat- 
ed, non-inflammed, sharply defined plaques or 
macula, yellowish brown 
by fine scales. 
sponsible for this condition may be found with 
comparative ease in the scales of lesions when 
the latter are mounted in sodium hydroxide so- 
other clinical this 
The other clinical conditions belonging to this 
group are namely :—Erythrasma, caused by. the 
microsporon minutissimum, Pinta or spotted 


in color and covered 


browny The organism re- 


conditions belonging to 


sickness which is caused by a number of va- 
rieties of aspergillus fungi and is quite common 
The 
last of this group is Piedra or Trichoporosis, 
and is a disease of the hairs. It is frequently 
encoutered among South American Indians. 
According to Jacobson! these saprophytic 
dermatomycoses are characterized by several 


in Mexico, Central and South America. 


features which are as follows: 
1. The causative fungi are quite numerous 
in the superficial layers of the skin and 
are easily demonstrated microscopically. 


bo 


These fungi are very difficult to culture. 

3. Inflamamtion is not associated with their 
presence. 

4. Extreme chronicity is the rule. 
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5. They are not transmissible from man to 
man. 


SUPERFICIAL PATHOGENIC DERMATOMYCOSES 


It seems proper to first consider the super- 
ficial diseases of this pathogenic group which 
includes trichophytin infections, microsporosis, 
epidermophytosis, favus and tinea imbricata in- 
fections. 

The organisms responsible for these super- 
ficial pathogenic dermatomycoses belong to the 
fungi inperfecti (no sexual reproduction pro- 
cesses have These 
fungi are vegetable parasites which infest the 
human skin. The microsporon 
and epidermophytin groups embrace the large 
variety of tineal infections commonly called 
ringworm and may involve any part of the 
smooth skin, scalp and nails. 


been observed in them). 


tricophytin 


The common 
forms are (1) tinea circinata or tinea corporus, 
the type involving the glabrous skin, (2) tinea 
tonsurans or tinea capitis, the variety that often 
infects the scalps of children, (3) tinea sycosis, 
or tinea the barbers’ itch 
which appears on the bearded areas of men and 
must be differentiated from coccygenic sycosis, 
(4) the vesicolor tenia infection, frequently in- 
volving the interdigital area of the toes and 
fingers, as well as the palms and soles, and 
formerly classified as eczema, (5) the tinea 
cruris infections commonly called “jock-strap” 
itch or dhobie itch, and seen in the axilla and 
crural areas, and lastly (6) tenia of the nails 
or onychomycosis, which is the most chronic of 


barbae, common 


all the forms of ringworm, being most recalci- 
trant to treatment. 


The cultural study of these fungi is a most 
intricate one due to their pleomorphic char- 
acter. A large number of species have been 
reported and several classifications have been 
presented, based either on the appearance of 
the parasite in infected hairs or their 
cultural characteristics, but time will permit a 
Of 2087 
tinea cases which were studied microscopically 
and mycologically only ten per cent of the 
cultures 


the 


mere mention of these classifications. 


from clinically and microscopically 
cases were proven positive from a mycologic- 
ally standpoint. Thus the difficulty is cultur- 


ing these superficial pathogens can be readily 


How.es—M ycotic Infections 


appreciated. The following chart will show 
the clinical classification of the tineal infections 
of this series. 


Incidence of Ringworm 


latertngenous {> pe “7 







Tinea cruris 7 


Tinea corporis 
a 


Tinea tonsurans | 


Tinea sycesis 


— dll 


The chart shows the marked predominance of 
the intertrigenous group. The types of fungi 
found in this group were varied. In a previous 
paper a mycological report was made of the 
same two thousand and eighty-seven cases of 
infections intertrigo showing the types of 
fungi encountered.2 The scope of this paper 
is too large to permit details of any one group 
of pathogenic fungi. Even such an important 
group as epidermophytids must be omitted. The 
association of fungous infections and allergic 
dermatoses is becoming a subject of vital in- 
terest to dermatologists, and future research in 
this field may change many of the accepted 
theories that prevail concerning contact and sen- 
sitization dermatoses. 





































































































A separate description of the three genera 
composing the fungi responsible for this clinical 
group of ringworm or tinea infections is ne- 
cessary, but time will not permit such an out- 
line. It must suffice to mention that the gen- 
era microspora, trichophyta and epidermophyta 
all belong to the fungi imperfecti, and are 
classified by one of the several methods of 
classification depending upon their cultural and 
morphological characteristics, as well as their 
clinical manifestations. 


Tinea favosa belongs to still another genera 
known as the achoria and while this clinical 
entity is not a curiosity in this country, the 
disease is so rare that a description of it seems 
unnecessary in such a short paper. Favus is 
not indigenous to this country, but is occasion- 
ally found among immigrants of any age. It 
is said to be caused by the achorian Schon- 
leini and its clinical appearance is quite char- 
acteristic. 

Regarding tina imbricata or Tokelau infec- 
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tions the rarity or total absence of this disease 
in temperature climates other than in museums 
or cutaneous exhibits renders its description 
unimportant to us. 

There are several other varieties of super- 
ficial pathogenic mycotic infections of the skin, 
which are common in this climate. Cutaneous 
moniliasis is becoming more common since its 
recognition as a clinical entity at the early part 
of the current century. Many of the skin erup- 
tions formerly diagnosed as eczema or ringworm 
have come to be classified as monilia infections. 
Shelmire*? has given a most comprehensive 
summary of the monilia infections of the skin. 
He classified them into six groups as follows 
(a) generalized cases occurring in those sub- 
jected to continuous water bath therapy; (b) 
cases occurring in nursing infants; (c) inter- 
trigenous cases; (d) paronychia; (e) onychia; 
(f{) dysidrosiform eruptions. This classifica- 
tion has done much to elucidate the subject of 
monilia infections of the skin so that today we 
know that moniliasis is not an infection peculiar 
to children and debilitated people. Monilia in- 
of the mucous membranes of the 
mouth, genito urinary tract or vagina is a sub- 


volvement 


ject too vast to discuss in this paper. 

Erosio blastomycetica interdigitalis is a yeast 
infection of the interdigital spaces. It is com- 
monly seen in the hands of laundresses and is 
a form of mycotic intertrigo. Moisture en- 
hances the growth of the causative yeast, so 
its chronicity in workers whose hands are con- 
tinually wet is readily understood. This con- 
dition is recalcitrant to treatment. 


DEEP MYCOTIC INFECTIONS 

The deep mycotic infections of the skin are 
of interest to all branches of the profession, 
but principally to the surgeon and dermatolo- 
gist. The most important of these deep patho- 
(a) 
sporo- 


genic fungus infections are as follows: 
(c) 


trichosis, (d) coccidioidal granuloma and (e) 


blastomycosis, (b) actinomycosis, 


maduromycosis or mycetoma. 


BLASTOMYCOSIS 
The term blastomycosis in its broader im- 
plications covers all conditions due to yeast- 
like fungi or budding fungi. To Wernike goes 
the credit for first describing the clinical en- 
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tity which later became known as blastomy- 
coses of the skin. In 1890 that scientist work- 
ing in Buenos Aires described two cases of 
papillomatous eruption in which he found pe- 
culiar bodies which were at first considered 
protozoa, hence the disease was called “‘proto- 
Gilchrist? in 1894 reported 
the first clinical case of blastomycoses in this 
country, but it was not until 1896 that the same 
author, in collaboration with Stokes, reported 


zoic dermatitis.” 


the second case of a similar infection of the 
There followed 
numerous reports of similar dermatoses both 


skin and knew of its etiology. 


here and abroad, which had, prior to that 
time, been improperly classified as_ scrofulo- 
derma or 1901 Ricketts pub- 
lished a complete monograph cn the subject of 


syphilis. In 


blastomycoses. 
Medical literature is replete with reports of 


cutaneous blastomycoses. There seems to be 
no distinct geographic predilection for this my- 
cotic infection. The disease is protein in its 
clinical manifestations and every organ in the 
human economy seems to be susceptible to the 
ravages of the blastomycotic fungus. 

The disease affects all ages. Cases are re- 
ported occurring as early as five months. Males 
are frequently infected than females. 
Environment seems to play a determining role 
in its causation. The following charts will show 
the 


more 


distribution of 
this series of cases, collected mostly from the 
records of Charity Hospital. 


age incidence and clinical 


Age Incidence of 
Blastomycosis 


* 





White male "White female “™Coloredmale 9“ Colored female 


The predisposing cause seems to be a variety 
of factors. The industrial classes are chiefly 
affected. The exciting cause is one of a group 
of vegetable parasites known as blastomyces— 
In 1929 Spring® 
compared seven strains of organisms, causing 
the 


or pathogenic yeast fungy. 


blastomycosis in human. A mycological 
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Clinical Manifestations 
Blastomycosis 
ww 






* Generalized 
Systemic 
Face 
Feet 
Legs 
Arms 
Hands 
Trunk 






| 
| | 
White male “White female “Colored male “Colored female 


* Shin and visceral involvement 








study of these fungi would require far more 
time than that allotted to this paper, but a brief 
discussion of the clinical manifestations seems 
pertinent. There are two principal types of 


the disease, (a) dermal blastomycosis, (b) 


systemic blastomycosis. Since this paper is 
concerned with the dermatomycoses, only the 
dermal form will be considered. Dermal 


blastomycosis is characterized by the presence of 
raised oval patches with a fungating papillama- 
tous or verrucoid surface. Pain is not usually 
noticed nor is itching commonly associated with 
A violaceous halo frequently 


encircles these vegetating growths, only oc- 


these growths. 


casionally is adenopathy of the regional lymph 
glands found. The course of the disease is 
chronic, lasting for years. At first, the gen- 
eral health is not affected, but later general 
wasting and marked anemia may be encounter- 
ed in the 
picture is fairly characteristic and the finding 
of the typical large double contoured yeast-like 
cells in the smears clinches the diagnosis. 


chronic sufferers. The histological 


The protein character of cutaneous blastomy- 
coses is striking. It is often confused with 
tertiary syphilis, tuberculosis cutis, occidioidal 
granuloma and malignant neoplasms. The skin 
lesions may be primary in character or may 
the to a primary 
blastomycetic infection of some of the deeper 


involve skin secondary 
tissues internal viscera or bony structures. The 
primary lesions of the skin are either papulo 
ulcerative, gummatous. The 
purplish or violaceous red color of these pri- 
mary skin lesions is quite characteristic, as are 
the classical marginal abscesses. The peripheral 
extension with central healing is common to 
all mycotic infections of the skin. 


verrucous ofr 


The exposed 
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surfaces seem to be sites of predilection, as 
often the fungi gain entrance through a wound 
due to traumatic injury. Early diagnosis of 
this infection can be made _ by examining 
smears taken from the exuded pus for the 
yeast-like cells. Histological study of skin 
sections will also show the fungous in the up- 
per portion of the corium and in the epidermis. 
Any organ of the body may be involved, and 
there is a high rate of mortality associated with 
systemic blastomycoses. In the superficial 
type the subjective symptoms are usually mild 
and the prognosis is favorable. 


ACTINOMYCOSIS 


In 1904 Wright® aptly defined actinomycosis 
as a “suppurative process combined with gran- 
ulation tissue formation.” LeBlanc in 1826 is 
reported as being the first to describe “lumpy 
jaw,” the disease in cattle which is identical to 
human actinomycosis. Bollinger in 1877 fully 
described the same disease in cattle. Just one 
year later Israel reported the first case of human 
actinomycosis and in 1882 Parfick established 
the unity of the animal and human forms of 
this mycoses. In this country Murphy in 1885 
described the first cases of human actinomy- 
coses in Chicago. Sanford and Magrath’s 
extensive presentation in 1921 of 215 cases col- 
lected from the literature and from the records 
of Mayo Clinic, was the most extensive work 
done on the subject up to that time. Sanford 
in 1923 collected some 678 cases from every 
available source and even with such a massive 
survey was of the opinion that actinomycoses 
was much more common than it was thought 
to be, he believed the discrepancy to be due 
perhaps to improper diagnosis. 

My small series of nine cases, seven of which 
occurred in the cervicofacial area, one on the 
right foot, and one on the left wrist, is too 
small to even mention, but is included as part 
of this meager survey of dermatomycoses. 

The causative fungus is the actinomyces 
bovis belonging to the family of nocardiaceae. 
The Nocardia Israeli described by Kruse in 
1896 is also accredited with causing this dis- 
ease. While the disease is thought by the old- 
er writers to be more common among farmers 
or workers in rural communities, due to con- 
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tact with infected grain, the mode of entry 
into the body is debatable. Many believe the 
fungus enters the body at sites of abrasions on 
the mucous membranes of the mouth or skin, 
and even through carious teeth. 

Others students of the disease cite statistics 
showing the high prevalence of the disease 
among city workers. This latter group believe 
that the actinomyces are normal saprophytic 
inhabitants of the buccal cavity and gastro- 
intestinal tracts of man and animals, and under 
proper conditions these inoffensive saprophytes 
become pathogenic fungi and produce the dis- 
ease which we recognize as actinomycosis. 
While the common age limits are twenty to 
forty, six of my nine cases occurred between 
the ages of forty and sixty. Seventy-five per 
cent of the cases of this small series were men, 
which is a fairly consistent finding, as it is 
estimated that 80 per cent of the cases occur 
in men. The relative infrequency of actinomy- 
coses in this section of the lower Mississippi 
Valley is due to the occupation of the men and 
the type of agriculture practiced. In the upper 
Mississippi Valley, which is part of our coun- 
try’s extensive grain belt, the disease is quite 
common. 

As is true in other deep pathogenic mycoses, 
the entity known as actinomycoses may be 
divided into cutaneous and visceral types. In 
this paper our interest is only in the cutaneous 
type, although this form of actinomycosis is 
usually secondary to a deeper seated involve- 
ment. The disease shows a special tendency 
to spread in tissues of the connective tissue 
type, such as areolar tissue, fibrous tissue, 
bones, and muscles. The cervicofacial area is 
the favorite site in the human. The angle of 
the jaw being the usual location selected. The 
pathological picture is that of a non-specific 
granuloma. The process usually begins as a 
solitary nodule in the epidermis, but the corium 
and sub-cutaneous layers become involved due 
to an extension downward of the infection. 
The nodules in the epidermis softens and event- 
ually ruptures exuding a serious purulent or 
sanguineous fluid. In this exduate the char- 
acteristic sulphur-yellow granules, containing 
the ray fungus, may easily be identified. The 
nodules ulcerate and may either leave a thin 


atrophic scar or crusting of the ulcer may 
occur. New nodules form and the cycle is ré- 
peated, each nodule going through the stages 
of evolution from the nodular to the softening 
and ulcerating stage. 

Cutaneous actinomycetic involvement when 
secondary to a deeper seated infection often 
occurs in regions adjacent to either the buccal 
thoracic or abdominal cavities. 


The scope of this paper will not permit a 
thorough description of the various clinical 
manifestations of cutaneous  actinomycosis. 
The clinical picture of a cutaneous actinomy- 
cosis is fairly characteristic and constitutes a 
sufficiently distinctive syndrome to justify a 
clinical diagnosis; but in this day of laboratory 
medicine a clinical diagnosis does not always 
suffice. The clinical appearance of this dis- 
ease at times so closely resembles cutaneous 
syphilis, tuberculosis, sporotrichosis, coccidioidal 
granuloma and even carcinoma that the ultimate 
diagnosis in these cases must depend upon the 
finding of the “ray fungus” in the granules 
exuded from the softened nodules. 

The prognosis depends largely upon the 
anatomical region involved, as well as the age 
and condition of the patient. It is a chronic 
disease with a tendency to run a protracted 
course, however, in the cutaneous type the 
prognosis is good. Such cannot be said of the 
thoracic and abdominal cases which are asso- 
ciated with a very grave outcome and almost 
always terminate fatally. 


SPOROTRICHOSIS 


The third disease of this group of deep 
mycotic infections of the skin is sporotrichosis 
and though there is none of this class of der- 
matomycoses in the present series it seems per- 
tinent to mention a few of the major char- 
acteristics of the disease. Sporotrichosis is a 
subacute or chronic infectious disease caused 
by one of a group of fungi belonging to the 
genus sporotrichum. This genus is character- 
ized by the production of pearshaped conidia 
which arise directly from the mycelium. 

The late nineties of the century just passed 
were active years for the research workers in 
the mycotic field, for during that period much 
of the present knowledge of the deep mycotic 
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infections of the skin was founded. Although 
sporotrichosis was recognized as early as 1809 
by Link, it was not until 1896 that Schenck‘ 
gave it general recognition by discribing the 
disease accurately. Schenck’s this 
country was closely followed by further re- 
ports from France contributed by De Beur- 
mann and subsequently sporotrichosis has been 
found in all parts of the world. 


work in 


The disease process is a non-specific granu- 
loma and like the other deep mycosis it may 
be localized in the cutaneous or subcutaneous 
structures or it may be generalized. Its pro- 
tean nature is compatible with other entities of 
this group of mycotic, infectious granulomas 
and all tissues and organs of the body may be 
involved. De Beurmann* has described sev- 
eral clinical types, ranging from disseminated 
gummatous lesions to a localized lymphangitic 
type. 

The clinical appearance while usually quite 
characteristic, at times is confusing and the 
ultimate diagnosis must depend upon the recov- 
ery of the causative fungus, which is in some 
stages most difficult. A serological diagnosis 
can be made by resorting to a mycotic aggluti- 
nation test. This serological method is most con- 
venient when no aspirated material can be ob- 
tained from suspected lesions for cultural or 
microscopical fixation 
test is used in some cases, adopting a modifica- 


study. .\ complement 
tion of the original Bordet-Gengou technique. 
The use of animal inoculation as a diagnostic 
adjunct is occasionally practiced. 

The lesions of sporotrichosis must be dif- 
ferentiated from tularemia, leprosy, tuberculosis 
and syphilis principally, but sometimes a simple 
The 


sporotrichosis is 


coceygenic infection mimics it. lemon- 


yellow serous discharge of 
highly infectious and a marked degree of au- 
toinculability exists. 

In a paper covering such a large field of 
cutaneous medicine a detailed description of the 
various clinical entities cannot be given, so the 
reader is referred to the works of De Beur- 
mann*, Crutchfield”, 
for complete 


Gougerot!® and _ others 


elucidation on the subject of 
sporotrichosis. 
It must suffice to that the cutaneous 


variety of this disease responds satisfactorily to 


say 
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adequate therapeutic measures if the infection 
is recognized soon enough. Even the systemic 
involvements yield to proper 
started early. 


treatment if 


COCCIDIOIDAL GRANULOMA 


Since Wernicke’s recognition of this disease 
as .a Clinical entity in 1891, numerous reports 
of the infection have appeared in the literature. 
The disease is now known as a more widely 
prevalent disease then it was originally thought 
to be and we no longer recognize it as a 
mycotic disease found only on the Pacific 
Coast. 

The exciting etiologic agent is the vegetable 
fungus coccidioides The  predispos- 
ing factors are numerous but the disease seems 
to be more prevalent in males of the laboring 


classes. 


immitis. 


Aphuls has classified the disease into 
clinical but 
ments three other clinical manifestations. 


three groups, Jacobson  supple- 

Coc- 
cidioides is covered very thoroughly by the last 
named author in his text and a report 
observations pertaining to coccidioidal 
loma would only be repetition. disease 
adheres to the class characteristics of the other 
deep mycotic granulomas in clinical distribu- 
tion, but the mortality associated with this dis- 
ease is much higher then in the more common 


pathogenic dermatomycoses. 


of any 
granu- 
This 


MYCETOMA 


Four cases diagnosed clinically as maduromy- 
cosis or madura foot are included in this series, 
but of this group only one was proven cultural- 
ly to be a true mycetoma. In the other three 
cases the mycological studies never confirmed 
the clinical diagnosis. 
the laboring class. Two were negroes and one 
was a Mexican. The positive cultures were 
obtained from a lesion on the left foot of the 
Mexican patient. 


All cases were males of 


Because of the clinical resemblance of ma- 
dura foot to tuberculosis, syphilis and several 
other of the infectious granulomas it is impos- 
sible to make a positive diagnosis without cult- 
ural confirmation. The histopathological pic- 
ture in most of these mycotic granulomas is of 
little help from a differential diagnostic view- 
point. As I look in retrospect over the many 
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mistakes I have made in the diagnosis of deep 
dermatomycoses, I am prone to believe that 
some of the cases I thought to be mycetoma 
were manifestations of the more common in- 
fectious granulomas, perhaps syphilis. 

The relative infrequency of this disease in 
the United States warrants the omission of any 
description of mycetoma from this series. In 
this paper our concern has been chiefly the 
common dermatomycoses and some mention of 
the treatment of these common fungous in- 
fections seems to be indicated. 


RATIONAL THERAPEUTIC MEASURES 


Medical literature is replete with descriptions 
of various techniques and remedies for treating 
the superficial mycotic infections of the skin. 

Since the advent of the radio with its dis- 
semination of “athelete foot” propaganda, the 
proprietary remedies to combat the fungous 
growths of the epidermis have been introduced 
at any amazing rate of speed. Our thera- 
peutic armamentarium for the superficial my- 
cotic infections of the skin may be summarized 
as follows: 

(a) Abrasive or keratolytic agents 

(1) Mechanical 

(2) Chemical 
(b) Fungistatic agents 
(c) Irradiation 

(1) X-radiation 

(2) Ultra-violet 

(d) Vaccine therapy 

There are other miscellaneous methods than 
have been recommended, such as the method 
suggested by Weidman’ of changing the 
pabulum by implanting saprophytic cultures in 
the interspaces of the toes in cases of severe 
epidermophytosis of long duration, but time 
will not permit an enumeration or evaluation 
of these remedies. 

It is unfortunate that there is no fungicidal 
agent that can be used with impunity on the 
human integument. We must rely on fung- 
istatic remedies to combat the superficial paras- 
itic fungous growths. The best of these is 
iodine and closely following that in fungistatic 
properties comes thymol. There are numerous 
other good fungistatic agents, but the list is 
too long to be included here. Internal medica- 


tions, such as iodides have little or no thera- 
peutic value in these superficial mycoses. Most 
of the popular ointments of the day contain 
some keratolytic agent to aid in the mechanical 
removal of the fungi by desquamating the 
upper layers of the epidermis. 

The value of irradiation is a debatable 
question except in the vesicular or hyperkera- 
totic varieties. The principal value seems to 
be its aid in exfoliation of the involved skin. 
For an evaluation of the various therapeutic 
remedies one must refer to the literature of the 
day, for though quite voluminous it still con- 
tains truths as to the effectiveness of the rem- 
edies. One eventually adopts or develops a 
technic distinctly his own, and in time discards 
it for another. In brief there is no panacea 
for fungus infections of the skin and until one 
is found, a combination of the better procedures 
seems advisable, just which is the better pro- 
cedure depends on the individual case to be 
treated. 

Regarding the treatment of the deep mycotic 
infections of the skin the therapeutic arma- 
mentarium is somewhat more limited. It may 
be summarized as follows: 

(a) Internal therapy 

(b) Local therapy 
(1) Irradiation 
(2) Medicaments 

(c) Surgical 

(d) General 

Regarding the internal therapy sodium or 
potassium iodide comes nearer to be the ideal 
drug than any other. Copper salts, as well as 
numerous other drugs, have been tried, but 
none have replaced the iodides in the treatment 
of mycotic granulomas. 


X-radiation and radium have their sponsors 
and each group proclaims the distinct advant- 
ages of each of these valuable therapeutic ad- 
juncts. 
treating certain of these deep mycoses. 

Surgery is still adhered to, but is not used 
as generally as it formerly was in the treat- 
ment of this group of diseases. In mycetoma 
surgery is still necessary in most of the chronic 
cases. 

Local applications are of little value in the 
treatment of deep fungus infections, their field 


Certainly irradiation is valuable in 
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being restricted to the more superficial mycoses. 

Time will not permit a further discussion of 
this important phase of cutaneous medicine, but 
a final plea for perseverance is made in the 
treatment of all types of mycotic diseases of 
the skin for recurrence is the rule in all of 
them. 

COMMENT 

1. The superficial mycotic infections of the 
skin are far more prevalent in this vicinity 
than the deep mycotic granulomata. 

2. The ultimate diagnosis of the deep my- 
cotic granulomata is impossible without the 
identification of the causative fungus. 

3. The cutaneous manifestations of all of 
the deep mycoses, while recalcitrant to treat- 
ment, are generally attended with a favorable 
prognosis unless there is an associated systemic 
involvement. 

4. In the treatment of the superficial fung- 
ous infection local applications usually suffice, 
but in the deeper mycoses internal iodide 
therapy is necessary. 

5. No panacea for cutaneous fungus in- 
fections exists. The technic best suited for the 
individual case seems advisable, but persever- 
ance is the most valuable adjunct because of 
the chronicity of the dermatomycoses. 


DISCUSSION 

Dr. Ralph Hopkins (New Orleans): Dr. 
Howles has reviewed for us in a comprehen- 
sive way the present status of mycotic infec- 
tions of the skin. This group of diseases is of im- 
portance to the general practitioner as well as to 
the specialist on account of the incidence of fungal 
infections in a large percentage of every commun- 
ity in the United States. One variety of ring 
worm alone infects more than half the population 
of this country, not excepting doctors. Besides 
this condition called “atheletes foot” there are 
Other diseases due to vegetable parasites some of 
which are quite common and readily recognized 
clinically, while others are rare and very difficult 
to diagnose; in some the causative organism is 
readily demonstrated, in others it is found with 
great difficulty; some are benign and do not even 
cause discomfort, others are malignant and may 
terminate fatally; some are easily cured, some 
with great difficulty, and some prove to be in- 
curable; it is important to remember that none of 
these diseases are self limited, a placebo will not 
avail in their treatment; they all require active 
procedures to destroy the invading organisms. 
Hence the importance of diagnosis. 


Dermatophytosis, called ‘“atheletes foot” or 
“ringworm” of the foot (both terms are misnomers 
for the non atheletic are not immune nor are the 
lesions ring shaped nor is a worm an etiological 
factor in the appearance of the eruption) occurs 
o: the hands as well as on the feet and on account 
of the wide prevalance of this condition I should 
like to emphasize two points made by Dr. Howles. 
Firstly, that dermatophytosis is frequently com- 
plicated by a secondary infection and, secondly, 
that dermatophytosis often acts as a factor com- 
plicating some other dermatosis. 


In regard to the first point, it is often observed 
that a patient may give a history of having had 
an itching dermatitis of the toes for a long period 
o2 time, perhaps years, causing but little incon- 
venience and conforming to what would be expect- 
ed in a fungal infection. Then occured the acute 
manifestations which resulted in the seeking of 
medical advice. The toes, and perhaps a large 
part of the foot may be swollen, red, and blistered 
or denuded of epithelium, the condition is painful 
and the patient perhaps unable to stand. My pur- 
pose in calling attention to this result of second- 
ary infection is to emphasize the imporance of 
treating the secondary rather than the fungal in- 
fection. The inflamation due to pyogenic infec- 
tion is aggravated by any fungicidal preparation 
that is of sufficient strength to be of any use in 
arresting fungal growth. It is far better to use a 
wet dressing of a saturated solution of boracic acid 
than to apply salicylic acid or benzoic acid or any 
other irritant application. The dermotophytosis 
can be treated after the pyoderma is abated. 

In regard to the second point, the most import- 
ant observation that has been made is in the group 
of occupational eczemas in those cases in which 
a fungal infection has been superimposed on a 
previously existing trade dermatosis. Such derma- 
toses seem prone to infection by fungi and the 
finding microscopically of fungus is apt to lead 
to a diagnosis that does not take into account the 
fact that the occupational eczema antedated and 
coexits with the mycosis. An important aspect of 
these cases is the compensation due the patient. 
It is obviously unjust to make a diagnosis of a 
fungal infection not taking into consideration the 
primary occupational cause that would entitle the 
worker to compensation. It may further be sug- 
gested that attention to the possibility of contact 
dermatitis as a complicating factor may aid in 
the treatment of mycotic infections of the hands. 

I am sure Dr. Howles will not be permitted to 
close the discussion of his interesting contribu- 
tion without answering questions concerning the 
treatment of fungal diseases, probably concerning 
“atheletes foot’ and perhaps concerning the 
“atheletes feet” of some of us present tonight. 
Without wishing to forstall any questions I should 
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like to tell of an interesting series of experiments 
conducted under the direction of the late Dr. 
Schamberg who in his well equipped labratory for 
research investigated a large number of the re- 
cently developed germicidal and fungicidal prepa- 
rations, including almost all dyes, with the purpose 
of determining their potency in inhibiting or de- 
stroying fungus. He subsequently tested iodin 
with the same technique and found it to be by far 
the most potent of all. Dr. Schamberg recom- 
mended the use of metallic iodin incorporated in 
vaseline. The preparation should not be strong. 
for unfortunately the iodin is irritating to most 
skins. 

I should like to be one of those congratulating 
Dr. Howles on his presentation of an important 
phase of medecine. 


Dr. J. A. Devron: I listened with a great deal 
ot interest, to Dr. Howles’ paper, knowing as I do 
how hard he works in his laboratory and that he 
devotes a great deal of study to these things. My 
purpose tonight is to speak to the general prac- 
titioners, who very often have cases which will 
not respond to treatment. They refer them to the 
dermatologist, and later the patient returns com- 
plaining, “Doctor, you made me spend a lot of 
money and I am no better.” The trouble is that 
these patients do not seem to realize that where 
there is no cooperation on their part there can be 
nw success, and they have done nothing the derma- 
tologist told them. I have in mind a case treated 
by Dr. Howles. He was treated by every dermato- 
logist in town. Patient tried everything and any- 
thing that everybody told him. He even went to 
a filling station and the attendant told him to put 
gasoline on his hand. He came back to me and 
and I said I would not treat him. He went to Dr. 
Howles who put him in the hospital and immersed 
his hands and his feet in a solution for a month, 
and as he could not go against the rules of the 
institution he was cured in 6 weeks. Tell your 
patients they waste money if they do not follow 
what the doctor tells them. 





TRICHINIASIS IN LOUISIANA* 
E. HAROLD HINMAN, Ph. D.7 
Trichiniasis is a cosmopolitan disease found 
widespread throughout this country but for 
some unknown reason is reported rarely from 
the Southern United States. Infection is in- 
variably incurred through eating raw or im- 


*Read before the Orleans Parish Medical Society 
June 24, 1935. 

*From the Department of Tropical Medicine, 
Louisiana State University Medical Center, New 
Orleans, J.a. ; 
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properly cooked pork or pork poducts which 
contain the encysted larvae of Trichinella spi- 
ralis. The symptoms will be only briefly sum- 
marized and correlated with the life cycle of 
the parasite. 

Within one or two days of ingestion of the 
contaminated meat an intense gastro-enteritis 
develops which may persist for a week. The 
fact that several members of the same family 
or several companions who have eaten from the 
same table suddenly appear ill simultaneously 
should help to establish the diagnosis. These 
early symptoms may be explained by the hatch- 
ing of the encysted larvae in the intestine and 
their invasion of the wall of the digestive tube. 
Within a week these larvae have matured and 
after fertilization the females start producing 
embryos into the lymphatics or mesenteric veins. 
Eventually a single female may give birth to 
1500 or more larvae. The embryo measures 
nearly 100 micra in length but only 6 micra in 
width which permits passage through the ca- 
pillaries. From the general circulation these 
larvae migrate to striated muscle which is es- 
sential for their further development. 

As soon as the invasion of the muscles com- 
mences the symptoms of the second stage of 
the disease appear, which is an acute myositis. 
This stage of migration may persist for over 
two weeks. Following this, symptoms of tox- 
emia may appear, believed to be due to the ab- 
sorption of poisonous products from the larvae. 
The ultimate fate of the larvae is calcification 
of their capsule and even of the young worms 
themselves. It has ben claimed that larvae may 
remain viable in human muscle up to twenty- 
five to thirty years. In severe cases as many 
as several million embryos may be produced. 

Laboratory diagnosis may be established in 
a number of ways. During the stage of migra- 
tion the larvae may be recovered from centri- 
fuged blood and have been found in cerebro- 
spinal fluid. Rarely the adult worm may be 
recovered in the feces. Once the muscular in- 
vasion has occurred biopsy of the deltoid or 
calf muscles may 
larvae. 


demonstrate the encysted 
Leukocytosis with marked eosinophilia 
(even exceeding 50 per cent) should be consid- 
ered very suggestive of this infection. More 
recently precipitin and intradermal tests have 
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been devised for diagnostic purposes. A re- 
view of this work has been presented by Fried- 
lander (1934). 


PREVALENCE OF TRICHINT‘S'S 


Within the past few years considerable in- 
terest has been revived in this infection which 
had come to be given little concern in the United 
States. Schwartz (1929) points out that be- 
tween one and two per cent of the pigs in the 
United States are infected with Jrichinella 
spiralis. Queen (1931) utilized an artificial di- 
gestion of 50 gram portions of the diaphragms 
from 344 consecutive necropsies in Rochester, 
N. Y. and found fifty-nine (17.5 per cent) 
were positive for this parasite. A similar 
series of 58 necropsies at Boston were found 
to have sixteen (27.6 per cent) positive. In 
order to compare the accuracy of the serial sec- 
tion method he took ten or more sections, 60 
micra dropped between each section, from 73 
of the 75 positive diaphragms from these two 
series, but was able to find larvae in only 17 
cases (4.2 per cent of the total series of 402). 
Another interesting result of his study was that 
none of the Rochester patients who were in- 
fected gave a history of trichiniasis, although 
some gave a vague “rheumatic” story. Riley 
and Scheifley (1934) examined the diaphragm 
muscle from cadavers used in the dissecting 
rooms of the University of Minnesota Medical 
School and found 20 out of 117 cadavers (17.9 
per cent) infected with Trichinella. Their 
technique was to slice thin sections and mount 
in the trichina compressors similar to those used 
by the Federal Bureau of Animal Industry. 
These writers point out that a digestion method 
might have given a considerably higher num- 
ber. In no instance was there any information 
to indicate that there had been any suspicion 
of trichiniasis. 

Frant (1934) published cases reported to 
the New York City Health Department from 
1929 to 1933 which totaled 166 cases (an aver- 
age of 33 per annum). In analyzing his data 
it was found that 92 were females and 74 
males. This he explained because cooking is 
usually done by women and the possibility of 
sampling while cooking is therefore more likely 
to occur in the case of females. He points 


out that it is a well known fact that trichiniasis 
is usually more prevalent among Germans and 
Italians, and of the New York cases, nearly 
one-third occurred amongst Italians and an 
equal number amongst Germans. In studying 
the case histories it was found that out of the 
5Z who had eaten pork sausages, 14 individuals 
definitely stated that they had eaten raw sau- 
sages, and out of 86 cases giving a history of 
eating fresh pork, 15 admitted having eaten it 
raw. Such a record is not one to be proud of 
in a supposedly civilized country! 

The regulations governing the meat inspec- 
tion of the United States Department of Ag- 
riculture states (Regulation 18, Section 7, Para- 
graph 4): “Inasmuch as it cannot certainly be 
determined, by any present known method of 
inspection, whether the muscle tissue of pork 
contains trichinae, and inasmuch as live trichi- 
nae are dangerous to health, no article of a kind 
prepared customarily to be eaten without cook- 
ing shall contain any muscle tissue of pork un- 
less the pork has been subjected to a tempera- 
ture sufficient to destroy all live trichinae or 
other treatment prescribed by the Chief of the 
Bureau”. This latter treatment requires “that 
all parts of the muscle tissue of pork shall be 
subjected to heat at a temperature not lower 
than 137°F. or be refrigerated at a tempera- 
ture not higher than 5°F. for a continuous 
period of not less than twenty days or be treat- 
ed by curing as hereinafter prescribed.” The 
curing permits dry salting, pickling or smok- 
ing methods which have proved effective. 


TRICHINIASIS IN LOUISIANA 


The report of the Louisiana State Board of 
Health for 1902-1903 records 17 cases, with 
4 deaths, of trichiniasis in March, 1903 in Rich- 
land Parish. All had eaten smoked sausage 
made from the flesh of one hog. Out of 21 


.individuals eating this sausage, 17 became sick. 


Microscopic examination of the sausage re- 
vealed the presence of Trichina spiralis. This 
appears to be the only record of proven infec- 
tion from Louisiana. 
PRESENT SURVEY 

In view of the widespread distribution of 
trichiniasis it was deemed advisable to make a 
routine study of two hundred consecutive ne- 





RH oF 





Hin MAN—Trichiniasis 


cropsies from the State Charity Hospital of 
Louisiana, omitting only infants. Small pieces 
of diaphragm muscle, measuring about two 
inches square were obtained*, finely ground up 
in a meat grinder and placed in a 1 per cent 
solution of pepsin with 0.5 per cent hydroch- 
About 200 c.c. of the solution was 
used for each 10 grams of muscle, following 
the technic of McCoy (1931). This mixture 
was placed in an Erlenmeyer flask in an incu- 
bator at 37°C. for five to six hours, during 
time it was continuously stirred by 
means of a paddle connected to an electric mo- 
By this method most of the muscle was 
digested liberating the capsules if present. At 
the end of this interval the material was strained 
through wire gauze (to remove coarser par- 


loric acid. 


which 


tor. 


ticles) into a funnel which was closed by a rub- 
ber tube and pinch cock. Sedimentation was 
allowed to go on for one hour after which a 
few c.c. were drawn off from the bottom of 
the funnel and examined microscopically for the 
encysted capsules or larvae. These capsules, 
being heavy, especially if calcified, settled to 
the bottom of the funnel rapidly. 

Of the 200 human diaphragms examined, 
seven (3.5 per cent) were found to contain en- 
cysted larvae of Trichinella spiralis. The dis- 
tribution of these cases according to age, sex, 
color, etc. is shown in Table I. 


TABLE I 

Case 

No. Age Color Sex Parish Nativity 
1 67 e m East Baton Rouge Louisiana 
2 65 w f Orleans Louisiana 
3 36 ce m Orleans Louisiana 
4 53 w f Livingston Missouri 
5 55 e m Jackson Michigan 
6 64 w m Orleans Indiana 
7 52 e m Orleans Louisiana 


In going over the histories of these seven 
cases it is surprising to find that none of them 
(with the possible exception of Case 3) con- 
tain any symptoms referable to trichiniasis. 
This patient admitted having had rheumatism 
at the age of twelve. While three cases have 
resided outside of Louisiana, Case 6 was of 
recent origin since active larvae were observed 


*The writer wishes to express his appreciation of 
the assistance given him by the Department of 
Pathology of Charity Hospital, whose kind coop- 
eration made this study possible. 
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within the capsules and was probably acquired 
within the state. Case 5 was operated upon in 
the Shreveport Charity Hospital five years ago 
and Case 4+ was a patient in the Dibert Memo- 
rial four years ago. It may thus be assumed 
that all seven cases were of local origin. The 
distribution according to sex, color, age or 
parish does not present anything of interest. 

If one is to judge from the numbers of lar- 
vae found in the diaphragms, all of these cases 
must have been rather light infestations and 
probably produced few if any clinical mani- 
festations. Serial sections failed to reveal any 
embryos in those instances where this method 
was used. In two of the seven cases larvae 
were found active within the capsules, indicat- 
ing that the infection had not been present long. 

The existence of a 3.5 per cent infestation 
with Trichinella amongst patients dying in the 
Charity Hospital certainly points to the fact 
that trichiniasis cannot be regarded as a public 
health problem of no significance in Louisiana. 
Careful differential should reveal 
the presence of clinical cases in this state. 


diagnosis 


The digestion technic might very well be 
utilized in the examination of biopsy material 
from suspected cases and may demonstrate 
larvae which are too few to be found by serial 
section. No explanation can be offered for 
the low incidence found in this state compared 
to other parts of the country. 

INCIDENCE OF TRICHINELLA SPIRALIS IN 
IN NEW ORLEANS 


RATS 


Through the kind cooperation of Dr. W. H. 
Seemann, Bacteriologist of the City Board of 
Health, the diaphragms from 200 rats captured 
in the City of New Orleans were examined 
microscopically and subsequently by the diges- 
tion technic. Of these only one (0.5 per cent) 
found to contain Trichinella. 
This is a remarkably low incidence but may be 
explained by the fact that many of the rats 
were immature if one can judge by the size of 
the diaphragms. Younger rats would not have 
an opportunity to become infected. The rat 
normally serves as a very important reservoir 
of this infection. 


was larvae of 


Rats secure the parasites 
either by consuming the refuse of pigs from ab- 
batoirs or slaughter houses or by eating dead 
infected rats. Since pigs readily consume dead 
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rats or pork refuse. the cycle is continued 
through this domestic animal to man. 


SUMMARY 


1. Examination of 200 human diaphragms 
by the “digestion” technique from autopsies of 
Charity Hospital revealed seven (3.5 per cent) 
to be infected with Trichinella spiralis. This 
incidence is much lower than that reported 
from other parts of the United States. 

2. A survey of 200 rats captured in the City 
of New Orleans showed only one (0.5 per cent) 
parasitized by Trichinella. 

3. The “digestion” technic used in this study 
might well be utilized in the examination of bi- 
opsy material from suspected cases and pos- 
sibly will reveal certain light infections. 

4. Since Government inspection does not 
certify freedom from Trichinella it becomes 
necessary to educate the public to properly cook 
all pork products. Apparently many of our 
population do not appreciate the dangers of eat- 
ing insufficiently cooked pork. 
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CLINICAL ASPECTS OF TRICHINIASIS* 
R. H. KAMPMEIER, M. D.7 
NEW ORLEANS 
Infestation by Trichinella spiralis is rare in 
the Southern states, as may be shown by a 
study of the U. S. Public Health Reports for 
the past five years (1930-1934 inclusive). Dur- 
ing this period, four cases were reported from 
Georgia, a group probably with the same source, 


*Read before the Orleans Parish Medical Society 
June 24, 1935. 

+From the Department of Medicine, Louisiana 
State University Medical Center, New Orleans, La. 
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for they were all in one monthly report, and 
one case from Tennessee. 


CASES OF TRICHINIASIS, 1930-1934 INCLUSIVE 


U. S. Public Health Reports 


EASTERN STATES MIDDLE-WESTERN 
SAR 1 STATES 
Connecticut -. J re 
Massachusetts —- 126 Michigan _.__.__. 22 
New York. 473 Illinois _..._+_+__ 49 
New Jersey... OnE 15 
Pennsylvania —. 107 Minnesota 37 
Maryland ________ 15 North Dakota. 11 

WESTERN STATES South Dakota. 14 
I seccculciccnnnins Be. ID ssennictons 1 
Colorado __....._ 1 SOUTHERN STATES 
TEED sicticnemenns 8 Tennessee 1 
California — —-lUC Cr! FFF. 4 


The table shows the widespread distribution 
of trichiniasis in the Eastern, Middle-Western, 
and in some of the Western states. Obvious- 
ly, the reports do not give the true incidence, 
since many cases are either not diagnosed or 
reported. However, the reports do, no doubt, 
indicate the relative incidence of the disease. 

From the findings reported by Dr. Hinman, 
an incidence of 3.5 per cent of infestation in 
200 necropsies, it is apparent that trichiniasis 
may be encountered in Louisiana. The Charity 
Hospital records from their earliest date carry 
only a single instance of the diagnosis of trichi- 
niasis. Unfortunately this record is lost, so it 
was impossible to learn upon what evidence 
the diagnosis was based. In these many years 
the diagnosis has probably been missed at this 
institution, for it is the experience of every 
clinician that a disease rarely encountered is 
seldomly considered in differential diagnosis on 
occasion. 

Because the foregoing paper has shown that 
isolated cases of the disease must occur in this 
state, it will not be amiss to briefly review the 
clinical picture of trichiniasis as we have met 
with it in our experience. 

Trichiniasis may be found in isolated cases, 
but at times it is found to occur in groups. We 
have seen the disease on a number of occasions 
under both circumstances in the past fourteen 
years. 

Our first observation of group infection was 
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with a physician, a relative, in a small Iowa 
town. This group consisted of ten persons. 
These were part of a larger group of about two 
dozen cases in the surrounding community. 
The infection with trichina had occurred by the 
eating of 


‘ 


“summer home-made, 


smoked pork sausage, favorite dish of the Ger- 


sausage”, a 
man farmers in that community. A group of 
thirty or more persons had attended a family 
reunion and of these about two dozen were in- 
fected. (The 
traced by the Board of Health and the diag- 


source of the infection was 
nosis proved by muscle biopsies in a sufficient 
number of cases). 

The next experience with a group of cases 
was with that of seven patients under our care 
in a Utah mining camp. The patients were 
all Greek miners who ate their meals at the 
The infec- 
tion here was inadequately cooked pork, which 
had been purchased from a farmer who did his 
own slaughtering. 


same boarding house. source of 


We did biopsies in four of 
the seven patients with positive results in each 
case. All seven had almost identical 
symptoms, and all had shown high eosinophilia, 
so we may accept the whole group as having 
suffered from trichiniasis. 


shown 


A third group, of whom we saw several, was 
that of four students at the University of Mich- 
igan, who had picked up the infection while on 


a football trip to a neighboring state. On the 
trip they had eaten insufficiently cooked pork 


at a restaurant. Upon their return to Ann 
Arbor they soon developed the clinical picture 
of trichiniasis and three cases were proven at 
biopsy. This group was reported by Bettison?. 

We have seen a number of isolated cases of 
the infection interspersed between these groups 
and since the last group, at such institutions as 
the State University of Iowa Hospital, Cook 
County Hospital, and the University of Mich- 
igan Hospital. In fact, we have seen it fre- 
quently enough in the middle west to consider 
it in the differential diagnosis in our teaching, 
in cases suggesting the diagnosis of arthritis 
and acute systemic infections, and have made 
the diagnosis purely on the basis of history on 
several occasions, 

Clinically the disease is usually not recognized 


until the stage of invasion, for it is then that 
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the patient is likely to present himself, and it is 
only by questioning with regard to preliminary 
symptoms that a rounded out picture may be 
obtained and the relationship to the ingestion 
of pork established. 


liminary symptoms are of gastro-intestinal ori- 


The most frequent pre- 


gin, and in my cases have been present in the 
majority of instances, but it should be recog- 
nized that the history may be negative until 
the onset of the invasive period. The gastro- 
intestinal symptoms are due to the enteritis set 
up by the free parasite in the small gut and 
appear from twenty-four to forty-eight hours 
after ingestion of the infected meat, to persist 
from one to ten days; some reports deal with 
such symptoms lasting for weeks. Since the 
gastro-intestinal symptoms are such common 
ones, aS nausea, vomiting, diarrhea and ab- 
dominal cramps, it is apparent that the average 
lay person will not consult his physician, for 
such symptoms are usually considered due to 
food indiscretion. The diagnosis in the pre- 
liminary stage is thus not probable, unless 
suspicion is aroused by group infection from a 
common source. 

The usual course of events is, then, that the 
patient presents himself upon the appearance 
of symptoms of invasion, which coincide with 
the invasion of the voluntary muscles by the 
trichinella larvae beginning from about the 
seventh to tenth day. At such times chills may 
occur and the temperature may range from 
normal to 104°, depending upon the extent of 
the invasion. It has been my experience that 


the presenting have been either 
edema of the face and eyes, or extreme muscle 


pain, or both. 


symptoms 


In the group of seven miners 
mentioned above, the first two cases were seen 
on the same day because of edema of the eye- 
lids and conjunctivitis. It was only when the 
second such case presented itself that my inter- 
est led me to search for eosinophilia, as I had 
considered the first to be acute upper respira- 
tory infection with possibly sinusitis. 
complain bitterly of the myositis. Movement 
of the limbs is associated with extreme pain, 
and therefore the extremities may be held or 
propped in positions producing the least ten- 
sion. 


Patients 


Pain is referred most usually to the gas- 
trocnemii, deltoids, and muscles of the back. 
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The degree of pain in a group of cases may 
vary from little to great severity, apparently 
depending upon the dose of invading organism. 
The muscles of mastication may be involved. 
The most alarming picture is that with appar- 
ently extensive involvement of diaphragm and 
intercostal muscles. Besides the marked dysp- 
nea, pain is referred to the chest wall and up- 
per abdomen, and every breath taken causes 
excruciating pain. 

Edemz, not only of the characteristic facial 
type, may occur anywhere in the body, es- 
pecially of the extremities. Loss of weight is 
not infrequent in the course of the disease, de- 
pending upon its severity. The physical find- 
ings to be expected are indicated by the symp- 
tomatology. I wish to emphasize only the ex- 
treme tenderness of the muscles on palpation. 
From the laboratory standpoint the blood pic- 
ture only is of significance. A  leucocytosis 
of from 15,000 to 30,000 is usual. Every case 
with which I have had contact has presented an 
eosinophila of from 35 to 65 per cent, an im- 
portant diagnostic feature. 

A few diseases must be considered in the 
food indiscre- 
tion or ordinary food contamination is the usual 


diagnosis. An enteritis due to 
consideration in the preliminary stage of gas- 
tro-intestinal The indi- 
cates that cholera has been considered in out- 


symptoms. literature 
breaks with severe intestinal manifestations. 
During the stage of invasion, several diseases 
must be considered in diagnosis. Sinusitis may 
be thought of in the presence of the edema of 
the eye-lids, and the conjunctivitis. To me, 
rheumatic fever or acute infectious arthritis 
have suggested themselves most often upon 
taking the however, 
quickly shows the absence of joint involvement. 


history. Examination, 
In the more severe cases with prostration, ty- 
phoid fever may suggest itself. 

Conner*, some years ago, pointed out atypical 
features in trichiniasis which no doubt lead to 
failure of diagnosis in some cases. Among 
these are the cases without fever, and those 
without leucocytosis, or either absence or late 
appearance of eosinophilia. In rare cases there 
may be a palpable spleen, skin lesions suggestive 
of rose-spots and a positive Widal test. With 
extensive edema and fluid in the serous cavi- 
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ties, acute nephritis may be simulated. He de- 
scribed cases with edema of the glottis and at- 
tendant symptoms of respiratory obstruction. 
A confusing picture simulating meningitis may 
present itself with nuchal rigidity, photophobia, 
delirium, positive Kernig sign and increase of 
the cells in the spinal fluid. We had the good 
fortune to observe such a case on the neuro- 
logical service of Dr. C. D. Camp, at the Uni- 
versity of Michigan Hospital. The diagnosis. 
in this case was later checked by muscle biopsy. 

The major diagnostic points in trichiniasis are 
fever, facial edema, painful and tender muscles, 
leucocytosis with high eosinophilia, and a pre- 
liminary period of gastro-intestinal disturbance 
following the ingestion of pork. The final 
proof rests on muscle biopsy usually taken from 
deltoid or gastrocnemius, weeks after the in- 
vasion has occurred. In the literature of re- 
cent years there have been described serologic 
and skin tests for assistance in diagnosis. We 
have not had the opportunity to use these. 


Mortality from infection with Trichinella 
spiralis has varied from 1 to 30 per cent in 
different outbreaks. We have not seen death 
from the disease, though two deaths occurred 
in the first group described in the paper. 


On treatment there is nothing to offer. If, 
during the stage of gastro-intestinal symptoms, 
trichinella infection is suspected, purgation is 
indicated. Otherwise, during the stage of in- 
vasion, treatment is symptomatic. The arseni- 
cals have been suggested during the invasive 
period. We have tried neo-salvarsan in a num- 
ber of cases with apparently no beneficial ef- 
fect. 
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DISCUSSION 


Dr. Edgar Hull: Dr. Kampmeier has asked me 
to open the discussion of his paper, not because 
1 have any great knowledge of the subject under 
discussion, but because I had occasion, through 
the kindness of the late Dr. R. G. Douglas, to see 
three cases of trichiniasis, which occurred on a 
plantation in Caddo Parish in 1928. 

The disease occurred almost simultaneously in 
three persons who had eaten the meat of a recent- 
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17 slaughtered hog; two of the persons were negro 
piantation hands, the third, the plantation owner. 
Dr. Douglas asked me to get a blood count on the 
plantation owner, and if I remember correctly, tri- 
chiniasis was not suspected until a marked in- 
crease of eosinophiles was observed on the smear. 
This patient had high fever, edema of the face, 
conjunctivitis, and dyspnea, but I do not recall 
his having had any muscular pains. 

Undoubtedly some cases of trichiniasis have 
escaped diagnosis by physicians in Louisiana, but 
in view of the rather characteristic clinical picture 
and blood picture of this disease, and the relative 
frequency of infestation as shown by Dr. Hinman’s 
study, one can logically conclude that in most in- 
stances, invasion of the human body by these 
parasites does not result in significant clinical 
symptoms. 

I am sure, however, that the paper of Dr. Hin- 
man and Dr. Kampmeier will cause us to consider 
trichiniasis more seriously in cases of obscure 
fever and edemas of undetermined origin, and 
predict that as a result of their exposition there 
will be more than one clinical case of trichiniasis 
in the Charity Hospital records ere many years 
have passed. 

Dr. W. H. Seeman: As a matter of historical 
interest, I recall the case reported in Louisiana, 
referred to by the essayist. My predecessor, Dr. 
Archinard, made the diagnosis from direct micro- 
scopic examination, and in that instance badly 
cooked sausage caused the infestation. For many 
years we had a sample of that sausage and used 
it in the Post Graduate School in demonstration 
of trichina. 

I would like to ask Dr. Hinman the method of 
digestion he uses; also, is it not in the purely 
agricultural districts, where home slaughtering is 
done, that one generally finds the disease? Also, 
is it not true that with the modern methods of 
curing used in modern plants or abattoirs there 
is not quite the same chance of infestation? 


I have enjoyed this timely paper and think all 


should watch out for the cases such as may have 
been missed in the past. 


Dr.’ J. H. Musser: I had the opportunity 
some years ago of seeing some eleven Ital- 
ians who had eaten of pork which was 
contaminated. There was no. difficulty what- 


ever about the diagnosis. The first patient who 
came into the hospital was a typical case of tri- 
chiniasis with every clinical manifestation of the 
dsease. The other patients were sought out; we 
made a trip down to New Jersey and brought all 
that particular group and pork into the hospital 
and did a leukocyte count on those who had eaten 
it and took some deltoid muscle for investigation. 

I do not agree with Dr. Hinman regarding the 
statement that we are overlooking many of these 
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cases, because a routine leukocyte count is made: 
on patients coming into the hospital. Eosinophilix 
is so marked in trichiniasis I think it would put 
the clinician on guard immediately; we would find! 
such extremely high counts, 

I think Dr. Kampmeier really had an exceptional 
experience with these cases. The number occur- 
ring in California in a five year period which the 
essayist cited, shows he certainly had the oppor- 
tunity of seeing a great many cases. 

Dr. I. I. Lemann: Dr. Neugarten tells me that 
in the last six months in the Pathological Depart- 
ment of the Touro Infirmary two cases of 
trichiniasis have been discovered in the routine 
examination of tissues removed at operation. 

Dr. E. H. Hinman (In conclusion) I would like to 
thank Dr. Seeman again for cooperating in provid- 
ing diaphragms of rats and for his discussion of this 
paper. Small pieces of diaphragm are taken at 
autopsy, ground up in a meat chopper then placed 
in 1 per cent solution of pepsin with 0.5 per cent 
hydrochloric acid and rotated for five hours. In 
that way the muscle is practically all digested and 
just the small pieces of muscle around the capsules 
are left. 

In regard to the incidence, I believe that most 
of the trichiniasis cases occur in rural districts. 
The small country slaughter houses are the most 
important source because there the farmer throws 
out the refuse from the slaughter, the rats eat it 
and in turn are eaten by pigs. Around the city 
abattoir the refuse is destroyed and there is no 
chance to continue the cycle. 

In regard to the Federal regulations, any pork 
product which is sold and is customarily eaten 
without further cooking must pass certain require- 
ments, must be kept for several weeks at a high 
temperature or in refrigeration. On the other 
hand, the farmers prepare their own sausage by a 
method which may not kill the trichinae. 

All these cases were light infestations and only 
a small number of capsules were found in the di- 
gested tissue. Only one case gave any rheumatic 
complaints or any muscle complaints whatever; 
that patient gave a history of rheumatism 24 years 
before. 

Dr. R. H. Kampmeier (In conclusion): I think 
Dr. Hull’s suggestion, about the possibility that 
many cases occur but not diagnosed because of 
light infestation, is no doubt correct. Probably 
only the minority of actually infested patients are 
found from the clinical standpoint. In reviewing 
some cases it is impossible to find a suggestion of 
trichinella infection. At the time I was at Ann 
Arbor, all tonsils removed were examined patho- 
logically. I recall at least three of my patients in 
whom trichiniasis was incidentally found in the 
muscle removed with the tonsils. Upon question- 
ing these persons, I could obtain no history sug- 
gesting a trichinella infection in the past. 








MALINGERING* 
WITH REPORT OF A CASE 
WALTER JOSEPH OTIS, M. D. 
New ORLEANS 


History has observed and literature has al- 
this 


ever been a problem for those having to deal 


ways recognized condition, which has 


with neuropsychiatric and medico-legal prob- 
lems, and is a cause of exasperation to the ut- 
most degree to industrial commissions. 

The earliest instance of malingering is re- 
corded in Genesis, 31-35, when Rachael, in 1056 
B. C., malingered in order to secure the stolen 
idols of Laban. “Hamlet”, as analyzed, is the 
classical malingerer. His family history and 
the etiology of his distress, symptoms of in- 
sight, orientation, doubtful hallucinations, delu- 
sions and amnesia, ambition, goal idea, emotion 
and dreams, detective ability, so-called procras- 
tination, discretion, logic and reasoning powers, 
—all are factors revealing a sanity and direc- 
tion of purpose. 

When this subject is reviewed from every 
angle, we find that all cases of malingering in 
respect to nationality, physiognomy, and men- 
tality, present evidence of a trait which supports 
our findings. It is a weapon which has played 
a tremendous part in the evolutionary struggle, 
not only of man, but of all living things, and 
in a broad sense may be looked upon as an 
organic function, as an endowment by which 
the inferior being is able to avoid danger of 
becoming the prey of the stronger, superior 
being. In the animal kingdom, for instance. 
one sees the fox, the oppossum, and a host of 
other creatures, practicing the art to perfec- 
tion, just as primitive man must have had re- 
course to simulation in his struggle for exist- 
ence. Even the gods were given the ability to 
assume any shape or form to perform miracu- 
lous escapades. Jove, for example, trans- 
formed himself into an eagle when he carried 
off Ganymede. Achilles, the son of a goddess. 
sought to avoid the iniquitous fate which drove 
him to Troy by disguising himself as a woman. 

To the present era of our civilization, decep- 


*Read before the Louisiana State Medical So 
ciety, New Orleans, April 29-May 1, 1935. 
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tion is a common weapon of defense with the 
savage and with the inferior races. Willmanns, 
in a report of 277 cases of mental diseases in 
prisoners, cites only two cases of pure malin- 
gering. Bonhoehher, in 221 casces found only 
0.5 per cent of malingering; Knecht, in 71% 
years at Waldheim Prison, failed to observe a 
single case. Vingtrinier did not observe a true 
Connolly, Ball, 
Krafft-Ebbing, Jessen, Seemons, Mittenzweign 


case among 43,000 at Rouen. 


and Scheule say pure malingering is extremely 
rare. Penta observed 120 cases during his four 
years’ service in the Prison at Naples, though 
in his opinion, this high percentage he attributes 
to the type of inmates, they belonging to :the 
Cammora, in which the tendency for deception 
and fraud is found highly developed. 

Malingering among American troops during 
the World War was found to be small, this, in 
part, due to the neuropsychiatric surveys con- 
ducted by a selected group of neuropsychiatrists 
attached to the camps, base hospitals and re- 
cruiting stations, under the direction of the 
Surgeon General’s Office, aided by the National 
Committee for Mental Hygiene; likewise, in 
part, by a system of procedure known as Tor- 
pillage, a form of psycho-physiotherapy used in 
the psychoneuroses, which had a very beneficial 
and salutory effect in reducing the elaborate 
plan of the exaggerator to a minimum. Weis- 
enberg’s experience also proved that a very 
small percentage of soldiers examined were ma- 
lingering. Lewy found simulations rare, exag- 
grating symptoms common, though these were 
not disabling. 

Malingering may be defined as the deliberate 
feigning, induction, or protracting of illness, 
with the object of personal gain. 

Today malingering is looked at per se as a 
morbid entity, and the rarity of cases is at- 
tributed to our changed attitude towards this 
question and by acquiring a real insight into 
the workings of the human mind. Hence, sim- 
ulation in the mentally normal is rare. 


PROTOCOL 


The case presented is that of a white male, 
single, aged 23 years, longshoreman at time of 
alleged disability, referred to be by the Medical 
Director of a Casualty Insurance Company, under 
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whose group came the agency employing the sub- 
ject, together with report that the findings made 
by him, including roentgenograms were negative ia 
every respect. 

This man came, accompanied by one female and 
two male companions, using crutches and approach- 
ing the entrance to my office walking the entire 
length of the reception room sideways instead of 
forward as is customary, dragging his limbs be- 
hind him, using the crutches as a means of pro- 
pelling himself, aided on either side and is the rear 
by the friends. On the faces of each of these was 
an agonized expression, painful in appearance, 
giving one the impression that these mannerisms 
had been rehearsed. 

The history of the family was irrelevant other 
than to state that the parents were law-abiding 
Christian people. This had been verified by a 
reliable source. The authenticity of the remaining 
history and reliance that should be placed thercin 
could only be balanced by the pathological lyiag 
ot the subject: 


He stated that the early life was uneventful; 
that there were frequent changes of position as 
regards vocational employment, denying alcohol 
and drugs. He likewise denied any Police record 
or any altercation with civil authorities. He stat- 
ed that he was employed as a longshoreman on 
the river front, loading and unloading a steam- 
ship which was then in port; that while pulling a 
truck of freight, he stumbled and fell, striking his 
back on an object near him, which resulted in his 
inability to use the lower part of his limbs. He 
was placed in the hospital and later returned 
home, following which he visited the office of the 
Medical Director, who later requested that I make 


the neuropsychiatric survey and forward my re- 
port. 


There was much ritual and ceremonial in robing 
and disrobing, he being assisted by the female 
companion, with groaning and grunting and mark- 
ed contortion of the facial muscles during this pro- 
cedure. As I approached to perform the various 
tests necessary for this examination, he wouid 
make an outcry, even though I had not touched 
him. When the more strenous tests were at- 
tempted, he was not able, to quote him, to co- 
operate. 


Nevertheless, the examination revealed a fairly 
well-developed and fairly well nourished white, 
sallow male. There were punctate scars about the 
aris and chest and beaded-like elevations along 
the cephalic veins. These he explained away by 
having his arms pinched in the door of an auto- 
mobile during a recent accident. The punctate 
sears, among which were noticed abscess residuals, 
were explained away by saying that he had a crop 
of boils. There were no definite contusions nor 
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other markings of note about the body. The elec- 
trical reactions were all normal, and all tests were 
normal otherwise. The reflexes were all present 
and active. FFT FNT performed with precision 
while seated; failed to co-operate in the KHT, 
stating that he was unable to stand alone and 
could not move his limbs. There were no notice- 
able swellings nor oedemas. No facial asym- 
metries. Hand-grasps were normal. No impedi- 
ment of speech, though this bizarre gait as afore- 
described. 

The mental examination revealed an average 
grade of intelligent white, who was clear and 
oriented in all spheres and, from impression gained, 
was a definite constitutional psychopathic per- 
sonality, the variant type, with pathological lying 
and narcotism as a predominant factor, added to 
which was that, in my opinion, he was criminalistic 
and could be placed in the recidivist group. He 
was likewise found competent, and that he should 
be held accountable for his acts, without social 
dislocation and without economic maladjustability 
at that time. The subject stated, previous to his 
departure from the office, that a lawsuit was 
pending; that he had consulted a lawyer and would 
demand a certain sum for the injuries he had re- 
ceived, which he knew had ruined him for life. 

A report, accordingly, was forwarded to the 
Medical Director of the Insurance Company, with 
an added conference in which I stated that the 
subject had impressed me very strongly as being a 
malingerer. 

Six weeks following the transmission of my re- 
port and my conversation with the confrere who 
referred the case to me, while reading a morning 
paper, the caption (in bold headlines), “STORE 
HELD UP—BANDITS KILLED,” attracted my at- 
tention, and on reading the article further I found 
that one of these had been my permanent and total 
disability subject whom I had examined, and whom, 
the paper stated, had a police record, was a drug 
acdict and a recidivist. 


CONCLUSION 


While malingering is uncommon, there are in- 
stances whee it pays. Economic considerations 
appear to aid its occurrence more closely than 
they do most anti-social conduct. 

The condition is classed as an objective or 
subjective disorder which the patient invents, 
with the idea of voluntarily and consciously 
misleading the observer. 

Personality and conduct irregularities, with 
an added instability, are factors met with in 
this particular group of abnormals. 

There are professional minds which are slow 
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to appreciate the fact that they are dealing with 
such problem cases and are misled accordingly. 

The untimely and dramatic passing of the 
man mentioned in the presentation of this paper 
confirmed the diagnosis. 


DISCUSSION 


Dr. D. L. Kerlin (Shreveport): I was very much 
interested in Dr. Otis’ paper and the report of his 
case. As Dr. Otis pointed out a malingerer is one 
who simulates a disease. There is decided differ- 
ence between a condition of malingering and trau- 
matic hysteria. Traumatic hysteria is when the 
individual uses his illness as a solution for con- 
flicts existing in his own personality, and for dif- 
ficulties existing in his environment; malingering 
is a conscious mechanism and hysteria is an un- 
conscious one. Dr. Otis also pointed out that the 
condition of malingering is a rare condition. In a 
recent study of 100 cases of head injury, Dr. 
Wechsler of New York reported only one case. In 
most cases of malingering the diagnosis is not dif- 
ficult. 

As pointed out in Dr. Otis’ case it is very often 
true that these individuals overdo their malinger- 
ing. This is forcefully demonstrated in the case 
presented by Dr. Otis. This man entered his of- 
fice with two companions, both attempting to assist 
him and all assuming expressions of undue con- 
cern. The patient wishes to impress and overdoes 
it; he continued to do so in disrobing and during 
examination by Dr. Otis. This oversimulation put 
Dr. Otis on guard. 


In the few cases I have diagnosed as malinger- 
ing, I have often wished to be able to check on 
the individual when not under observation, but 
have never had the opportunity to do so. Dr. Otis’ 
case was especially interesting due to the fact that 
he had the opportunity to do so, thus confirming 
his diagnosis. 

Dr. C. S. Holbrook (New Orleans): 
much interested in the paper by Dr. Otis, and 
especially the case report. I frequently see cases 
where the question of malingering arises, and it is 
not always easy to confirm the suspicion or the 
final diagnosis of malingering. Frequently a sat- 
isfactory final diagnosis of malingering can be 
made only after dué proof is forth-coming; and 
prolonged observation, especially when the patient 
is not on his guard, is required to get the neces- 
sary reactions, 


I was very 


It is often simple to determine that an injury 
or a disease is not an organic lesion. Very fre- 
quently at the present time in compensation cases 
or in instances where insurance or liability are 
concerned, people present themselves complaining 
of symptoms entirely out of proportion to the 
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obvious lesion. Often patients complain of being 
totally and permanently disabled, when, as a mat- 
ter of fact, the lesions presented are of little or 
no physiological significance. One of the ques- 
tions that presents itself is whether the lesion is 
organic or not, and that problem is usually not 
very difficult to solve. A careful neurological 
examination, with a proper interpretation of the 
findings, will show whether the organic nervous 
system is at fault. If there is no organic lesion, 
then the disturbance presented by the patient is 
either due to malingering or to the very common 
psychoneurosis known as traumatic neurosis. The 
mechanisms are much the same in either case and 
are the assumption of symptoms for which there 
is no organic cause. In malingering there is a 
wilful, volitional, assumption of symptoms with 
the object of illicit gain. Where the symptoms are 
not due to malingering but to a traumatic psycho- 
neurosis, the mechanism is somewhat the same 
except it is not wilfully assumed but is largely or 
entirely subconscious. However, the object is to 
gain some unearned benefit. Often cases that can 
be classified as traumatic neuroses present some 
tendency to exaggerate symptoms or play them 
to best advantage; however, this is not malingering 
in the usual sense of the word, but is a combina- 
tion of the two. 


One is very fortunate when he is able to prove 
malingering as Dr. Otis did in the case he pre- 
sented, and it has seldom been my good fortune to 
have the proof so dramatically presented. 


Dr. Gilbert C. Anderson (New Orleans): I shall 
not take much time as the hour is late and I can 
add nothing of value to what Dr. Otis has said but 
there is a subject upon which I should like to speak 
briefly and that is the question of malingering 
after head injuries. For a long time there seems 
to have prevailed in certain quarters the feeling 
that a man had recovered from a craniocerebral 
injury when he was ready for discharge from ac- 
tive treatment. That is to say after the healing 
of the scalp or the cessation of the symptoms 
immediately following a concussion, contusion, 
laceration etc. the patient should be discharged 
from compensation and go back to work. As there 
are no definite objective signs readily seen many 
seem reluctent to believe such. patients are not 
wholly and permanently cured. We all know from 
many reports in the literature and the observations 
of various men who see such cases in large num- 
bers that certain of these cases are going to pre- 
sent symptoms which can reasonably be attributed 
to their trauma; such symptoms commonly include 
headache, vertigo, inability to concentrate, inabil- 
ity to stand fatigue and heat and many others of 
a more bizarre nature. This is a more or less 
common syndrome call it what you will—post- 
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traumatic psychosis or traumatic encephalitis. So 
many patients from various parts of the country 
and from various walks of life tell a similar story 
that is difficult to think they are all malingering. 
Head injuries are getting more common due to 
the present methods of transportation and the 
widespread use of machinery and I believe some 
adjustment by the carriers of industrical insurance 
is going to have to be made sooner or later look- 
ing to the care of these cases which present post 
traumatic symptoms over a long period of time. 
A patient may feel well when sitting about the 
house or doing minor light jobs and still be un- 
able to stand extremes of heat and fatigue inci- 
dent to heavy labor. 

Dr. Otis (Closing): I have nothing further to 
add except to thank the discussants, and trust that 
the presentation of the subject matter will aid 
others in Medicine in ferreting out the simulator. 





ACUTE MERCURY POISONING* 
EDGAR HULL, M. D.7 
and 
LOUIS A. MONTE, 
NEW ORLEANS 


M. D.7 


Bichloride of mercury poisoning is by far the 
most common serious intoxication seen in Char- 
ity Hospital, the average incidence being about 
About one-fourth 
about half of the 


oe $ 
twenty-five cases each year. 
Only 
patients who take bichloride 


of these patients die. 
develop symptoms 
of mercury poisoning; the mortality of true 
mercury poisoning is, therefore, about 50 per 
cent. It is difficult to explain why certain 
persons who take bichloride develop no symp- 
toms of poisoning at all, while others develop 
rapidly fatal intoxications. We used to believe 
that the explanation lay in falsification on the 
part of the patients, in that many persons 
claimed to have taken poison, when actually 
they had not, but analysis of gastric contents 
on recent cases has shown that we were mis- 
taken. There is a definite correlation between 
the dose taken and the incidence of symptoms 
of poisoning, fut this is not sufficiently con- 
stant to be of value in the consideration of in- 





*Read before the Orleans Parish 
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dividual cases. Some patients have died after 
taking only two tablets, while others who took 
much larger doses manifested no symptoms of 
poisoning. There is apparently no correlation 
at all between the emesis interval or the lavage 
interval and the incidence of toxicity; appar- 
ently the incidence of toxicity and the mortal- 
ity are just as high in persons who vomit late 
and receive delayed lavage as in those who 
vomit almost at once and receive early lavage. 
The incidence of toxic signs and the mortality 
are much higher when the drug is taken in so- 
the 
when 


lution on an empty stomach than when 


stomach contains food or alcohol and 
the tablets are undissolved, but again the cor- 
relation is not constant enough to be of much 
value in consideration of individual cases. 

Most of the cases of bichloride poisoning 
follow ingestion; occasional cases are due to 
the use of bichloride douches or the insertion 
of a tablet into the vagina; rarely symptoms 
have developed following bathing in a bichlo- 
ride solution or taking an enema containing the 
drug. Corresponding doses of bichloride are 
much more toxic when administered by vagina 
than when taken by mouth. 


When the ingestion of bichloride of mer- 


cury results in mercury poisoning, the early 
symptoms may be ascribed to the corrosive ef- 
fect of the unabsorbed chemical upon the stom- 
ach and upper bowel, while the later manifesta- 
tions are due largely to the toxic effect of ab- 
sorbed mercury. 

The early symptoms consist of violent vomit- 
ing and diarrhea, often with profound shock, 
which may be rapidly fatal; we have seen pa- 
tients die in shock as soon as two hours after 
the Almost 
fourth of the deaths from bichloride poisoning 


ingestion of the poison. one- 
are due to shock, and occur within twenty-four 
Shock 
does not occur when the drug is administered 


by vagina. 


hours after the poison has been taken. 


Symptoms due to absorbed mercury may oc- 
cur very early; we have known diarrhea to oc- 
cur less than an hour after the insertion of a 
tablet into the vagina. The later symptoms of 
bichloride poisoning are due to gastritis, enter- 


itis, and colitis (which cause vomiting, diar- 
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rhea, often bloody, and abdominal distention), 
and to a necrotizing lesion of the kidneys, 
which in many instances causes complete anu- 
ria. The gastro-intestinal and renal lesions 
result in profound changes in the blood and 
tissue fluids, the chief of which are, elevation 
of the non-protein nitrogen constituents, re- 
duction of chloride, and diminution of bicarbon- 
ate (acidosis). Stomatitis is an inconstant 
lesion, being absent in many severe cases of 
poisoning. It is an interesting fact that le- 
sions of the gums and mouth are of much more 
frequent occurrence when the poison has been 
administered by vagina than when taken by 
mouth. 


Findings on examination of the urine are 
very inconstant. In tremendous 


amounts of albumin are found, and the urine 


some cases, 


may be grossly bloody. In other cases of just as 
severe intoxication, the urine may be pale and 
clear, of a very low specific gravity, and may 
contain only a trace of albumin and no casts 
or red cells at all, even though only a few c.c. 
are secreted each day. 

Death may occur early from shock, as men- 
tioned above, or after four days to two or three 
weeks, from a combination of uremia and the 
effect of the gastro-intestinal lesions. After 
several days of complete anuria the secretion 
of urine may be reestablished and the non-pro- 
tein nitrogen of the blood may decline, but at 
this stage exsanguinating hemorrhage from the 
bowel may ensue. 


PROGNOSIS 


As has been stated, about half of the per- 
sons who take bichloride develop mercury poi- 
soning, and about half of these die. The prog- 
nosis in a person who has taken the poison at 
all is, therefore, none too good. The follow- 
ing points, gleaned from a study of the case 
records of about 400 cases of bichloride inges- 
tion, and from observation of about 150 such 
cases, may be of help in evaluating the prog- 
nosis of individual cases. 

The prognosis is very good if less than two 
tablets (14.6 grains) been taken by 
mouth ; patients rarely succumb who have taken 
one tablet or less. This does not hold in va- 


have 
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ginal administration; one tablet inserted into 
the vagina often results in fatal mercury poi- 
soning. With increasing dosage the prognosis 
becomes more grave. 

The prognosis is more favorable if the drug 
is taken undissolved than if taken in solution. 

The prognosis is more favorable if the poison 
is taken shortly after a meal than if taken on 
an empty stomach. 

The early appearance of severe toxic signs 
bespeaks a poor prognosis. If no signs of 
poisoning appear for forty-eight hours after 
the poison has been taken, the outlook is very 
favorable. 

Patients rarely recover from severe early 
shock. 

The prognosis is unfavorable if significant 
diminution in urinary output persists for more 
than two or three days. The outlook is ex- 
termely poor if there is a period of anuria 
lasting as long as twenty-four hours. 

A total non-protein nitrogen of the blood 
above 125 mg. per cent, or a creatinine above 
3, bespeaks a poor prognosis. If the N. P. N. 
exceeds 200, or the creatinine 5, the outlook is 
almost hopeless. 

The prognosis is very poor in any severe in- 
toxication. There is nearly always a very sharp 
line between the mild cases of mercury poison- 
ing and the severe ones. The mild ones show 
almost insignificant symptoms, while the severe 
ones exhibit evidences of markedly severe in- 
toxication. There are very few cases which 
may be said to have moderately severe intoxi- 
cations. About 85 per cent of the patients 
with severe intoxications die, and in nearly all 
of these the intoxication is markedly severe 
within two days after the poison has been taken. 
Thus, in most cases an accurate prognosis can 
be given relatively early in the course of the 
intoxication. 

TREATMENT 


A large part of research regarding the treat- 
ment of all poisonings has been centered about 
the search for antidotes, and this statement 
Dur- 
ing the last twenty years, many substances have 


applies in the case of mercury poisoning. 


in the treatment of mer- 
cury poisoning, some designed to prevent the 


been recommended 
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absorption of mercury, and others calculated 
to mitigate the effect of absorbed mercury. 
There are many substances which convert bich- 
loride of mercury into calomel, but there is no 
evidence that the administration of any of 
them is more efficacious than the simple re- 
moval of unabsorbed bichloride by the use of 
the stomach tube. The administration of milk 
or egg white as an emergency measure before 
the physician arrives is to be recommended, 
since this results in the formation of mercury 
albuminate, which, although absorbable, is not 
corrosive. Most of the substances designed to 
prevent the toxic action of absorbed mercury 
have been sulphur compounds, chief among 
which are hydrogen sulphide, calcium sulphide, 
sodium thiosulphate, and most recently sodium 
formaldehyde sulphoxylate’. It is extreme- 
ly unlikely that any of these substances miti- 
gates in the least the toxic effect of absorbed 
mercury. Sodium thiosulphate has been wide- 
ly used in mercury poisoning for the last ten 
years, though the work of Haskell and his co- 
workers”, one year after its introduction by 
Dennie and McBride*, proved its lack of value 
rather conclusively. In our analysis of the cases 
referred to above, we found the mortality slight- 
ly higher in the cases who had received thio- 
sulphate than in those to whom it was not ad- 
ministered. Our as yet limited experience with 
formaldehyde sulphoxylate indicates 
that it, too, is probably not of any value*; at 
present we are continuing its use, however. It 
should be emphasized, therefore, that while 
these substances are not harmful, and there is 
no contra-indication to their use, they should 
not supplant prompt and thorough gastric la- 
vage. 


sodium 


In the case of poisoning with some drugs, 
physiologic antidotes have been discovered, 
which, while they do not enter into chemical 
combination with the poisonous substances, have 
pharmacologic effects that are antagonistic to 
the effects of the poisons, and therefore are 
effective in treatment. Examples are the bar- 
biturates in strychnine poisoning, and the ni- 
trites in cyanide poisoning. There can be no 
one substance that is a physiologic antagonist 
to mercury, because of the multiple anatomic 
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lesions and physiologic disturbances occasioned 
by its presence in the body, but it would seem 
that the most logical method of treatment, since 
chemical antidotes have not proven of value, 
is to attempt to prevent and combat the physio- 
logic disturbances occasioned by the presence 
of mercury in the body. In 1933, Peters, 
Eisenman, and Kydd® proposed such a method 
of treatment. In July, 1932 we had instituted 
a similar method of treatment in our services 
at the Hospital, which we modified somewhat 
after the publication of their paper. The 
method, briefly, is as follows: 

1. Thorough gastric lavage. 

2. Measures to combat shock, if it is pres- 
emt. These are the same measures usually 
used in surgical shock—the use of morphine, 
the intravenous administration of glucose and 
saline, and the use of external heat. If shock 
does not respond to these measures, acacia solu- 
tion is given intravenously, or transfusions of 
citrated blood are given. If the patient is in 
shock when first seen, it is important to delay 
lavage until measures have been taken to com- 
bat shock, for a patient in severe shock may die 
during an attempt at lavage. 

3. The early administration of large vol- 
umes of fluid, together with glucose and salt, 
by parenteral routes, in order to combat de- 
hydration, acidosis, and chloride depletion. 
During the first two days of the intoxication, 
about 5000 c.c. of fluid are given daily. The 
intravenous drip is the most convenient method 
of supplying fluid. , 

4. Careful observation of the patient (which 
includes daily estimations of the total N. P. N. 
of the blood, blood chloride, and plasma car- 
bon dioxide combining power), and the treat- 
ment of symptoms and obvious physiologic 
disturbances as they arise. Vomiting is treated 
by gentle gastric lavage and the use of seda- 
tives, diarrhea by the use of irrigations of 
normal saline and the occasional use of mildly 
astringent enemata (such as 1 per cent tannic 
acid), abdominal distention by the Same meth- 
ods used by the surgeon in the treatment of 
adynamic ileus®. Should the blood chloride re- 
main below normal, 2 per cent saline is sub- 
stituted for normal saline; if the plasma CO, 
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combining power falls below 40 volumes per 
cent, sodium bicarbonate is given intravcnous- 
ly. In our experience, 500 c.c. of 5 per cent 
bicarbonate solution raises the CO, combining 
power about 8 volumes per cent in most pa- 
tients. Transfusions are given if 
hemorrhage from the bowel occurs. 


profuse 


The greatest single problem is the decision 
as to how much fluid to give patients who are 
The 
work of Barry, Shafton and Ivy’? on neph- 
rectomized dogs would indicate that in the pres- 


secreting very little urine or none at all. 


ence of complete cessation of renal function, 
the administration of considerable amounts of 
water and salt is indicated, but patients anuric- 
from bichloride poisoning regularly develop 
edema if salt and fluid are pushed, often ac- 
companied by pleural and peritoneal effusions. 
At present, we that in the absence of 
edema about 3000 c.c. of fluid should be given 
daily above the amount lost in the stools and 
vomitus (approximately the amount required 
by a normal person), and that salt should be 
given with the fluid if the blood chloride is be- 
low normal. 


feel 


If any edema at all appears, the 
fluid is reduced to about 1800 c.c. 
daily (the amount lost through the skin and 
lungs in a normal person) and the use of salt 
is discontinued. 


amount of 


In the presence of vomiting 
and tympanites all of the fluid is given by pa- 
renteral routes; if the abdomen is flat and no 
nausea is present, most of the fluid is given by 
mouth. 


Jetween July, 1932 and April, 1934, 33 pa- 
tients had taken bichloride of 
were treated by this method. 


who mercury 
There were four 
deaths, a mortality of 9 per cent, which at 
first glance might speak for striking superiority 
of this method over those formerly in use. An 
analysis of the individual cases in the group, 
however, indicates that the reduction in mor- 
tality may be largely, if not entirely, due to 
factors not connected with therapy at all. For 
example, only ten of these patients, 30 per cent, 
developed ‘any signs of mercury poisoning at 
all. This low incidence of toxicity certainly 
cannot be due to the treatment employed, for 
there is no reason to believe that this method 
of therapy can possibly prevent the occurrence 
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of toxic symptoms if sufficient mercury is ab- 
sorbed. We have no statistics, therefore, to 
prove that the method we have outlined is bet- 
ter than any other method of treatment, but 
simply present it as a logical plan, considering 
what is known about the disturbed physiology 
in mercury intoxication. 
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DISCUSSION 


Dr. Philip H. Jones, Jr.: I think the essayists 
ought to be congratulated on this presentation of 
their investigation involving so many cases. It 
is quite apparent that their experience parallels 
that of some of the former house officers who 
dealt with these cases. I think that they have 
put a little bit more accuracy into the prognosis 
and given further cause to make prognosis. 


It probably seems superfluous to repeat again 
what the essayist said about the quantity of fluid 
in the stomach; that seemed to be the most im- 
portant predisposing factor to recovery that we 
were able to notice. 


He mentioned very little about the surgical 
treatment of this condition. Those of us who had 
some experience with the surgical treatment are 
very much in agreement with him in not mention- 
ing it. For everyone’s information, it might be 
well to recount that we went through several 
stages—of decapsulating one kidney, then both 
kidneys, then neither kidney, then appendicostomy 
-—with uniformly bad results. 


The essayist mentions the new method of not 
attempting to use chemical means, but merely 
aitempting to support the patient by all possible 
processes. This would seem to be the only re- 
course we have. Accurate figures worked out by 
experiments on dogs show that the time the dog 
lives is increased only about 10 per cent by the 
use of any chemical antidotes. 


I think that the subject might be important to 
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ary one of us any time, and for that reason is 
timely. I very much enjoyed the paper. 

Dr. Chaille Jamison: I enjoyed this paper so 
much and consider it such an excellent paper, that 
even though I have nothing to add to what the 
essayist said, I would like to comment on it. 


I was very much interested in what Dr. Jones 
said, also what Dr. Hull pointed out, that we might 
any time be called on to face this emergency in 
private practice. One of my patients took a tablet 
and a half of bichloride, apparently on an empty 
stomach, and I was astonished that this woman 
had practically no symptoms at all—albumin and 
some casts. She got no immediate treatment; it 
was hours before she came to the hospital. 


Dr. Jones also brought up the very interesting 
surgical work that was done in the hospital. The 
undertaking of Dr. Hume in testing out Edebohl’s 
operation he did not describe. It was thought that 
relieving the tension in the capsule would be of 
great advantage in stimulating circulation, also 
we would not have to deal with the possibility 
of vascular changes which would, of course, nega- 
tive any results on the kidney which might be 
brought about by depression. 

Dr. Ambrose H. Storck: In the several cases 
of bichloride of mercury poisoning in which I have 
performed the Edebohl decapsulation operation, as 
well as in other cases observed following decap- 
sulation or appendicostomy, the end-results have 
been most disappointing even though in several 
instances these procedures effected temporary 
benefit and prolongation of life. Some of these 
cases might have been successfully tided over the 
period of acute kidney damage had a procedure 
subsequently brought to my attention by Doctor 
Sidney Bliss been used: to supplement the opera- 
tions. Bliss and others have been able to so 
thoroughly remove metabolites from the blood by 
repeated lavage of the peritoneal cavity with solu- 
tions introduced and subsequently withdrawn 
through a trocar, that it has been possible to keep 
animals alive for long periods even after complete 
bilateral nephrectomy, or blocking of the kidneys 
by means of injections of uranium salts. It has 
found that following repeated peritoneal 
lavage not only are excess nitrogenous metabolites 
removed, but such a pronounced washing out of 
normal minerals occurs that it-is necessary to re- 
Place these elements. The intestinal distention 
frequently present in bichloride of mercury poison- 
ing would at times certainly make peritoneal lav- 
age inadvisable, and the danger of causing diffuse 
peritonitis in cases in which appendicostomy had 
been done would probably preclude its use under 
these circumstances. 


been 


From experimental studies undertaken to deter- 
tine whether digital compression of the duodeno- 
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pyloric junction during gastric lavage is of value 
in preventing the passage through the pylorus of 
bichloride of mercury in solution or in the form of 
particles, it appeared that such a procedure, per- 
formed through a small incision, is unnecessary and 
of no practical value because a pronounced pyloro- 
spasm spontaneously occurs following ingestion of 
bichloride of mercury. However, in the course of 
these studies several interesting collateral observa- 
tions were made. Following ingestion of bichloride 
ef mercury in tablet form, large particles of the 
tablets surrounded by or mixed with tenacious 
mucus were frequently vomited after relatively 
long periods, although these same tablets had the 
property of almost instantaneously dissolving when 
piaced in tap water. In vitro, tablets placed in 
the mucus were found to disintegrate and dissolve 
very slowly. From these observations, as well as 
from the rcentgen ray demonstration of the slow 
disintegration of the tablets in the animals’ stom- 
achs, it seems that in clinical practice it would be 
advisable to induce emesis before washing away 
the mucus surrounding the tablets with the solu- 
tion used for gastric lavage. 

Individual variations in the quantity and quality 
of mucus and other normal gastric secretions in 
human cases quite likely plays an important role 
in influencing the amount of fixation and absorp- 
tion of mercury salts, and these factors, like the 
presence or absence of food in the stomach at the 
time of ingestion, are probably important in deter- 
mining the outcome in bichloride of mercury poison- 
ing. 

Dr. Louis A. Monte: In reviewing and study- 
ing a large number of case records of patients ad- 
mitted and treated in the Charity Hospital it was 
interesting to find that about sixty per cent of the 
total number represented white females, by far 
the majority of these being very young women. 
The reason for attempted suicides predominating 
in this group hardly needs explanation. 

Irrespective of any special method in the treat- 
ment of bichloride of mercury poisoning the in- 
fluence of fluid intake on mortality was rather 
significant in the toxic cases which we devided 
into three groups according to the quantity of 
fluid received per twenty-four hours (orally and 
parenterally). In one group where the fluid intake 
was 1500 c.c. or less, the mortality was 75 per cent. 
A second group with an intake of 1500 to 2500 c.c. 
showed a mortality of approximately 50 per cent. 
The third group, receiving 2500 c.c. and over, was 
represented by a mortality of 25 per cent. We 
believe these findings are conclusive in estimating 
the value of forcing fluids and especially should 
the administration be begun early in the intoxica- 
tion. 

The use of sodium formaldehyde sulphoxylate as 
an antidote was tried by us following Rosenthal’s 
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publication in April, 1934. Following quite exten- 
sive animal experimentation Rosenthal adminis- 
tered the antidote to ten patients who had ingested 
mercuric chloride. All ten recovered and of the 
ten only a few of the patients manifested any 
toxicity at all, and in these, the toxic symptoms 
were apparently mild. Following the procedure 
used by Rosenthal, we treated seven cases with 
sulphoxylate. Four patients developed severe in- 
tcxication and of these, three died. Thus far we 
have not found the antidote to be of any value. 

Surgical intervention in the treatment of acute 
mercury poisoning has been of no benefit in the 
six cases where operative procedure was institut- 
ed. In one patient cecostomy alone was done; in 
four patients, unilateral decapsulation and cecos- 
tomy; and in one patient, bilateral decapsulation. 
All six patients succumbed to the toxic action of 
mercuric chloride. 

Dr. Edgar Hull (In conclusion): I wish to thank 
Dr. Jones, Dr. Jamison, and Dr. Storck for their 
discussions and comments, and to close with these 
few remarks: 

About twenty years ago, Sansum, on the basis of 
observations made on experimental mercury poison- 
ing in dogs, came to the conclusion that the prog- 
nosis in this intoxication depends upon only one 
factor, and that is the amount of mercury absorbed. 
Our exreriences indicate that his conclusion still 
holds good, that no methods of treatment proposed 
up to this time have any great effect upon the 
mortality of bichloride poisoning. We are fairly 
well convinced that the low mortality reported in 
numerous small series of cases is due not to ef- 
ficacy of treatment, but to the two facts mentioned 
in our paper: first, that only about half of the 
patients who take bichloride develop mercury 
poisoning; and second, that in almost half of the 
patients who do develop symptoms of poisoning, 
the intoxication is very mild. The investigator 
may easily be led to believe that the absence of 
symptoms or the occurrence of mild symptoms is 
due to his method of treatment, whereas, in real- 
ity, he has simply encountered a group of patients 
who have not absorbed a lethal amount of mer- 
cury. Our present series, for example, would 
seem to indicate that we had effected a rather 
striking reduction in mortality, from 25 per cent 
to 9 per cent, but study of the individual cases in- 
Cicates that, of the 31 patients who recovered, 30 
would almost certainly have recovered if they had 
been treated by methods formerly in use. Any 
claim for efficacy of the therapy must, therefore, 
rest upon the very insufficient evidence of the 
recovery of a single patient in whom the intoxica- 
tion was markedly severe. 

The work of Bliss, referred to by Dr. Storck, 
suggests possibilities for the clinical use of peri- 
toneal lavage, which so far as I know, has not 


been reported. We have not used it in mercury 
poisoning for several reasons: first, when we 
learned of Dr. Bliss’s work, we were already en- 
gaged in treating the intoxication by the method 
mentioned in our paper, and our results at that 
time looked promising. Second, we believed that 
the first clinical use of peritoneal lavage should 
properly be in pure renal insufficiency, and not in 
a more complex intoxication such as mercury poi- 
soning. Third, it is fairly certain that adynamic 
ileus contributes considerably toward the fatal 
outcome in mercury poisoning, and the distended 
small intestine is often gangrenous. It would 
seem inadvisable to introduce fluid into the abdo- 
men of a patient whose intestines are distended 
aud gangrenous. Were I to try peritoneal lavage, 
I would not combine it with decapsulation, how- 
ever, since I regard the lack of value of this 
operation rather conclusively proved. 

Dr. Storck’s suggestion that the induction of 
emesis precedes lavage of the stomach is a good 
one. Fortunately, it is rare that the patient has 
not vomited before he reaches the physician. The 
possible role of gastric mucus influencing the out- 
come had not occurred to me; the protective in- 
fluence of the drinking of alcoholic liquors may 
well be explained by their effects upon gastric 
secretion. 

As I said before, we do not believe that present 
day methods of therapy will save any considerabie 
number of these patients, but we might save a 
few by trying to keep body chemistry as nearly 
normal as possible. 





TUMORS OF THE MOUTH AND JAWS* 


HAROLD G. F. EDWARDS, M. D. 
SHREVEPORT, LA. 


A tumor on any part of the outer surface of 
the body is an unwanted growth, but when it 
develops in or about the mouth and jaw, it is 
a calamity. The face may lose its normal ap- 
pearance as a result of the tumor, which may 
reach an enormous size, ulcerate and leave the 
patient a ghastly spectacle. When in or about 
the mouth it may interfere with the function 
of mastication and even swallowing, due large- 
ly to the associated pain. 

Cancer, if untreated, is a fatal malady which 
kills annually the young and old, the poor and 
the rich, the king and the pauper, the scientist 
and the ignorant. In the beginning of the cen- 


*Read before the Louisiana State Dental Society. 
Shreveport, April 20, 1934. 
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tury, cancer ranked sixth as a cause of death 
in the United States, 


second place, being exceeded only by heart dis- 


and now it has taken 


ease, 


Certain occupations and habits are regarded 


as predisposing causes of tumor growths. In 


many cases irritation and friction of tissues, 


chemically, mechanically, or thermally, have 


proven sound theory as a causative factor for 
a tumor beginning in or about the mouth or 


jaws. 


from 


Trauma and constant repeated injuries 
broken or roughened teeth, or from ill 
fitting dentures, have repeatedly been observed 
to be starting points for cancer. 

Tumors of the mouth and jaws usually arise 
from two types of tissue; the connective tis- 
sue and epithelial tissue. In the connective tis- 
sue group are the epuli, or fibrous type, the 
angiomatous type, the endotheliomatous type, 
the giant cell tumor type and the sarcomas. In 
the epithelial tumors are epidermoid carcinomas 
of lip, tongue, buccal mucosa, floor of mouth, 
gums, palate and the adamantinomas. 


'LiuAas 





FIGURE 1A 
1178 
carcinoma of 


Case Clinic No. 
of lip, with skin 
treated with interstitial platinum 
lower lip and with intensive low 
treatment to nose and upper lip. 


Advanced epidermoid varcinoma 

upper lip, 
needles into 
roentgen ray 


nose and 
radium 
voltage 
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FIGURE 1B 
radium 


Showing 


case 1173. 


platinum needle in lower lip in 


Cancer of the lip is probably the most fre- 
quent tumor about the mouth, it occurs most 
frequently in the male, and nearly always a 
careful history will reveal the causative factor 
as being. a jagged tooth, a pipe smoker, a close 
cigarette or cigar smoker. Usually starting as 
an insignificant sore on the lip which does not 
heal and most often which the patient has 
caused to become worse by the application of 
some form of medication, the sore takes on a 
rapid rate of growth. 

Cancer of the lip, if taken early before the 
glands and lymphatics draining this area are 
involved, should be readily eradicated. In the 
early cases the writer prefers to use intensive 
low voltage unfiltered roentgen rays, adminis- 
tering a total of 4000 r/o to the lip, with high 
voltage roentgen rays to the drainage areas. 
In cases which are of long duration or which 
have been previously treated, the treatment of 
choice then turns to interstitial radium needles, 
supplemented with high voltage roentgen rays 
or a radium collar to the drainage areas. All 
form of treatment directed to destroy the can- 
cer cells must first be 


preceded by proper 


dental hygiene. 
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ous, and the solid type recur locally invading 
the antrum orbit and nasopharynx. 


The treatment of adamantinomas of either 
growth requires a complete removal of the 
primary foci if a cure is to be expected. Sur- 
gical removal, curetting carefully to remove 
all remnants, followed by cauterization about 
completes all that can be done for this group 
of growths. 


EPULI 


All true epuli have their origin from the 
periosteum of the alveolar process. They are 
usually circumscribed and may be either sessile, 
attached by a broad base; or pedunculated, at- 
tached by a peduncle. They are covered by 
mucous membrane except where ulceration 
takes place due to trauma and the resultant ne- 
crosis occurring with infection. They are es- 
sentially all connective tissue tumors, and may 
be divided into four different types: 





(1) Fibromata, which are the most common. 


FIGURE 1¢C >) aa 
End result of case 11738 (2) Angiomata. 


(3) Endotheliomata, which are rare. 
Adamantinomas are tumors arising from the 


paradental epithelial debris, and appear as solid 
or cystic growths located within the alveolar 
borders. The cystic tumors may be unilocular 
or multilocular and penetrate into the cancellous 
tissue. Calcified particles, remnants of im- 
perfect enamel may be scattered throughout 
the tumor. The solid tumors are as a rule, 
more cellular and malignant, and in the early 
stage may project from the alveolar border as 
an epulis. The ordinary epulis, however, does 
not distend the jaw. 

The tumors occur chiefly in adults, and is a 
prolonged process. <A history of extraction of 
a carious tooth usually precedes, by some years, 
the appearance of the tumor. The lower jaw 
is the chief seat of cystic tumors, while the up- 
per yields most frequently to the solid and 
malignant forms. 

All the cysts and tumors are of slow growth. 
The superficial growths and small cysts can 





usually be readily removed, but the deep mul- 
tilocular cysts recur persistently and often re- 


FIGURE 2A 
quire the removal of maxilla. The adamanati- Clinie case No. 8 

Squamous carcimona of lower lip treated with 
interstitial platinum needles. 


nomas of the upper jaw are much more seri- 
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FIGURE 2B 


Final result in clinic case No. 835 


(4) Giant cell tumor, which is next most 
frequent after fibromata. 
FIBROUS EPULIS 

The fibrous epulis, which has already been 
called the most common, has its origin in the 
molar and bicuspid regions most frequently 
either in the upper or lower jaw. It may ap- 
pear as a hard nodular mass between the teeth 
or pushing the teeth out, displacing them and 
later loosening the adjacent teeth. It may be 
sessile or pedunculated. The mucous membrane 
covering is quite smooth and about the color 
of normal mucous membrane although it may 
be slightly redder. It varies very little from 
the normal mucous membrane unless ulceration 
has taken place due to trauma or infection. 
These are very slow growing processes, in- 


creasing very little in size in months or years. 


Microscopically, this tumor is composed of 


normal covering of squamous epithelium, con- 


taining an interlacing network of fibrous tissue 


with round cell infiltration. Occasionally, there 


is myxomatous degeneration of bone forma- 
tion. 


ANGIOMA 


In contrast to the fibrous epulis, the angio- 
matous form is usually more soft and spongy 
in character, more vascular, is sometimes a 
dark red color, bleeds more easily, and grows 
more rapidly. It may be either sessile or pe- 
dunculated. 
epithelium. 


It is covered by normal squamous 
Upon section one sees a_ large 
amount of interlacing fibrous tissue with nu- 
merous dilated capillary blood spaces. Its ori- 
gin is the same as that of the fibroma. Sooner 
or later it may ulcerate with secondary infec- 
tion. It has more of a tendency to recur, upon 
removal, than has the fibrous type. 


ENDOTHELIOMA 


The endotheliomatous form of epulis is ex- 
tremely rare, fortunately so because. it is more 
tenacious and has a tendency to recur more 
often, after incomplete removal. It is softer 
than the fibrous type, is covered by a mucous 
membrane that is quite red, ulceration may have 





FIGURE 3 


Case Clinic No. 1052—Showing typical angiomata type 


of epulis. 











FIGURE 4 
Typical fibromata type of epulis. 


Case No. 194. 


taken place and upon section one sees the fibrous 
core with the normal mucous membrane above 
with strands of endothelial cells proliferating 
from the linings of the blood vesscls. 


GIANT CELL TUMORS 


The giant cell epulis or the giant cell tumor 
is the second most common tumor of the jaw. 
It grows slowly but faster than the fibrous type. 
It becomes quite large in the course of several 
years. At first, it is not ulcerated but when it 
attains some size, which is usually the case, it 
ulcerates with secondary infection causing quite 
a foul odor. It may be attached to the jaw 
bone by a broad base (sessile type) or by a 
peduncle. 
type—certainly more firm than the angioma 
and the endothelioma. It is 
shape and is covered with smooth, soft, dark 


It is about as firm as the fibrous 
cauliflower in 


red or purplish surface unless ulceration has 
Then it 
will bleed quite easily and there will be the ad- 
ded local signs of an inflammatory condition 
with 


taken place with secondary infection. 


ulceration and the base will be covered 
with a grayish-brown exudate. Upon section 


one sees a normal mucous membrane plus a 
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fibrous tissue structure in which there are inter- 
posed numerous giant cells of the foreign body 
type, meaning giant cell with numerous nuclei 
located in the center. This type should never 
be called sarcoma, as it frequently is because 
its only malignant characteristic is its tendency 
to recur after removal. It does not metasta- 
size or exhibit the other characteristics of ma- 
This displaces the 
This type of tumor varies considerably 


lignancy. 
teeth. 


tumor rapidly 
in consistency, occasionally containing cartilage 
and bone. Before its physical manifestation, 
the patient may present the symptoms of a 
neuralgia or toothache. later the 


tcoth or teeth may become loosened or lost, 


Sooner or 


after which the various types of tumors will 
manifest the various physical properties enu- 
merated. 


TREATMENT OF EPULI 


These tumors can be cured by a radical re- 
moval,—excision, either 
thoroughly 


with knife or endo- 
curetting the base. The 
reason for the recurrance is that the origin— 


therm, 


periosteum of the alveoiar process—is not erad- 


aN 


J 





FIGURE 5 
Typical retention cyst of mucous 


Case No. 1126. 


membrane of lip. 
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icated. If their base of attachment to the 
periosteum and alveolar ridges is removed, 
there is no danger of recurrence. The angio- 
matous type is quite prone to recur and the use 
of radium in these cases will frequently bring 
about a complete cure. 


ODONTOMAS 


The other benign tumors which may arise in 
the jaws are the odontomas. The odontoma 
may be defined as a tumor which arises from 
the special cells concerned with tooth develop- 
ment. They may manifest themselves as a 
single cyst, multilocular cyst, fibrous or calci- 
fied tumor, or a combination of the foregoing 
tissues. These tumors are benign in nature and 
arise from the dental epithelium. They occur 
most frequently at the age in which the perma- 
nent teeth make their appearance. Whether 
they be cystic or solid tumors, they grow at the 
expense of the alveolar processes, expanding 
the jaw and practically eroding away the ex- 
ternal or lateral portion from the alveolar pro- 
cess. Even the lateral part of the alveolar pro- 
cess becomes so thin that it imparts an egg- 
shell cracking or a celluloid oracking upon 
palpation. The patient usually complains of 
only a swelling in the molar or mandibular re- 
gion which increases in size very slowly to the 
point that the tooth becomes loosened or fails 
to be erupted at the normal time. After the 
process erodes away the lateral portion of the 
alveolar process if the tumor be cystic, it may 
be ruptured with a discharge of fluid, which is 
rather viscid and brownish.. Infection may 
take place, obscuring the condition. 


TREATMENT 


These tumors are ordinarily dealt with by lo- 
cal removal, being sure that the entire dental 
epithelium and the sac of the cyst is removed. 
More recently there has been a marked trend 
to treat the multilocular bone cyst in any part 
of the body with radiation therapy. This method 
is especially valuable where the cysts are large 
and involve practically all of the jaw. 
RETENTION CYSTS OF THE MUCOUS MEMBRANB 

OF THE LIPS 

These lesions are millet-seed to coffee-bean 

sized, slightly elevated, bluish-gray, rather 


tense, freely movable cysts situated in the mu- 
cous membrane of the lower lip usually oppo- 
site the left cuspid tooth. They contain a thick, 
glairy viscous fluid which reforms after re- 
moval unless the sac is destroyed. It is thought 
that they are induced by trauma and Sutton 
found they consisted of dilatation of one or 
more of the labial glands of Sebastian. 

Treatment. Destruction of the sac may 
be accomplished by surgical removal, with the 
scalpel or electrocoagulation, either of which 
must be thorough. Occasionally roentgen ray 
therapy will be of value. 

Peripheral fibromas in the oral cavity may 
occur on the tongue, lips, cheek, gums or pal- 
ate, appearing as a well-defined slow growing 
tumor, usually causing no pain or other symp- 
toms but sometimes interferes by ifs size, with 
speech or eating. 


On oral surface the fibroma grows slowly 
forming round or nodular tumors. It is cov- 
ered by epithelium or normal color. It may be 
pedunculated or sessile, hard or soft. These 
arise, as a rule, from the submucosa or subcu- 
taneous tissue when soft and from the outer 
layers of periosteum when hard. Both are 
benign tumors. 


Treatment of fibromas of either type is sur- 
gical removal with the scalpel or best with the 
endotherm. 

Leukoplakia buccalis is a disease character- 
ized by the occurrence on the inner sides of the 
lips and cheeks, and on the dorsum and edges 
of the tongue, of sharply outlined, dull-whitish, 
slate-colored or silver-white points, disks, 
streaks, bands, ribbons or patches of irregular 
shape, either flattened or slightly elevated above 
the level of the mucous membrane. 

When closely examined these lesions are 
found to be made up of hyperkeratinized epithe- 
lium and are removable only by artificial meas- 
ures. The lesions are rought to the touch, and 
as a rule, not tender. The lesions are extreme- 
ly chronic in development and are very resist- 
ant to the action of all typical medications. 

There. is a large number of these benign 
cases which finally result in the formation of 
Squamous carcinoma, and the treatment of the 
benign lesion is, therefore, a matter of great 
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consequence. The syphilitic lesions can not be 
distinguished clinically from the other types. 


Numerous causes of this condition have been 
suggested. Unquestionably, the irritation pro- 
duced by tobacco, whether used in chewing or 
smoking, and the influence of carious teeth and 
improper fitting dentures, irritating the edge of 
the tongue or buccal mucosa are most import- 
ant. More recently Vitamin A deficiency has 
come into prominence as a causative factor. 

The treatment of leukoplakia buccalis is first 
directed towards removing all local irritants; 
tobacco, highly spiced foods, by the care of the 
teeth and dentures and by the use of mild lo- 
tions, such as: Potassium chlorate, Tr. Ferri 
Chloride, Boral, etc. Destruction or removal 
of the lesions may be accomplished by the use 
of chemical or electric cauterization or even 
surgical removal. In selected cases the appli- 
cation of Beta Rays from radium will give 
prompt results. 


MALIGNANCIES OF THE JAW 


Carcinoma and sarcoma are found in the jaw, 
carcinoma being the more frequent. Carcinoma 
is found in the cancer age and it is always 
secondary to that of carcinoma elsewhere in 
the buccal cavity. The carcinoma which oc- 
curs here is of the squamous cell type, being 
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manifested as either the papillary or the ulcer- 
ative type. Its clinical course is the same as 
carcinoma of the buccal cavity and the lip, me- 
tastasis usually takes place to the same side as 
the primary lesion. Quite frequently carci- 
noma of the jaw apparently arises in the antrum 
or maxillary sinus. The patient usually goes 
to a dentist because he thinks he has toothache. 
When the tooth is extracted, it is a normal 
looking tooth. The socket will not heal, there 
will be a serous ooze and hemorrhage from 
it and the malignancy will erode through the 
floor of the antrum, and present itself in the 
buccal cavity. If it arises in the antrum, it 
may be mistaken for an infection there. Sooner 
or later, however, it manifests itself by deform- 
ity, the deformity depending on the direction 
in which the growth occurs. 

Treatment. The treatment was formerly 
radical resection of the jaw, with the local 
removal of the regional lymph glands. The 
upper jaw being a more favorable site for cure 
than is the lower jaw, due to the fact that me- 
tastasis here takes place much later. Today 
however, many startling cures have been ac- 
complished by the modern Coutard method of 
intensive high-voltage roentgen therapy. This 
form of treatment causes no deformity of the 
facial contour. 
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MEDICAL ECONOMICS 


The problems of medical economics keep on 
agitating the doctor as well as others who 
come in contact with medicine in its broadest 
sense. Undoubtedly there is reason for the 
doctor being disturbed. Certainly a concerted 
effort is being made by certain groups of in- 
dividuals to force the medical man into state 
medicine. Just a few days ago headlines in 
the New York Times stated that a distin- 
guished visitor from Europe, a former Minis- 
ter of Public Health in Austria, contended 
that the doctor should be paid by the state as 
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is the judge or the school teacher. Certainly 
no physician would object to receiving the 
salary that a judge gets yearly nor would he 
have any valid reasons to feel annoyed if his 
work should be cut down to that which is 
done by the average judge. Unfortunately 
a comparison between a judge, a school teacher 
and a doctor is at best a poor one. There is 
absolutely no linking up of the three profes- 
sions in any way. A doctor leads a life to- 
tally different from that of either of the other 
two types of professional men. This is so ob- 
vious it hardly needs comment. Other advo- 
cates of so-called state medicine would not be 
as liberal as this speaker, neither in their mon- 
etary rewards to the physician nor would they 
permit him the authority over, and the con- 
trol of, his patients that a judge has with 
litigants. 

Meanwhile doctors are attempting, by va- 
rious schemes, to devise a formula whereby 
the care of the indigent, and the low income 
group will be complete, whereby the doctor 
will be rewarded adequately for his services, 
and whereby he will have, as is only right, 
just and proper, the control of the medical 
care of the people entrusted to him. As an in- 
dication of the thought that is being given to 
this subject, of the efforts that are being made 
by physicians to solve this problem, it is stated 
that in the offices of the American Medical 
Association there are over two hundred pre- 
pared plans for the care of these groups, many 
of them in use. These preliminary efforts will 
certainly result in the evolution of several plans 
which should be beneficial to the large urban 
communities or to the smaller rural sections. 
No one plan seems to be suitable for both 
rural and urban practice. At the present time 
the so-called Washington Plan seems to be 
most popular. However, it should be pointed 
out that this Washington Plan _ represents 
merely an intelligent bringing together of so- 
cial agencies, hospitals and physicans to care 
for the poorer portions of the population. It 
is a plan which requires a considerable income 
to maintain and one which necessitates the em- 
ployment of a considerable number of profes- 
sional and lay assistants. 

Out of this welter of tentative schemes and 
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plans for the care of a considerable section of 
the American people there will come eventually 
light. One definite feature has evolved, which 
is that pre-payment insurance schemes on a vol- 
untary basis will not be taken up by the people 
of the low income group. This idea has proved 
itself also to be wrong in other respects. The 
most satisfactory arrangements so far evolved 
have to do with post-payment, on the install- 
ment plan, of doctors’ charges. Such adjust- 
ments made for the remuneration of the phy- 
sician by this method have proved satisfactory 
both to the physician and to the patient. 





ASTHMA AND SINUSITIS 


Cooke and Grove* bring out the fact that 
infective asthma is an extremely common con- 
dition. They are particularly interested in a 
study of the relationship of this condition to 
sinusitis. Believing that sinus disease plays an 
important role in the production of the condi- 
tion they studied intensively 248 cases of this 
disorder in patients in whom the asthma had 
begun after the tenth year of age. In 92 per 
cent of this group they concluded that sinusitis 
was an etiologic factor. Infective asthma, they 
contend, is the result of allergic reaction to bac- 
teria or their products. They substantiate this 
by saying, that in spite of the fact that cutane- 
ous reactions to vaccine were unreliable, in this 
group of individuals with infective asthma, as- 
sociated allergies existed, there was an eosino- 
philic exudate from the nasal smears and asth- 
matic symptoms could be reproduced through 
injections of autogenous vaccine. 

Particularly important in conjunction with 
infective asthma and sinus disease are the re- 
sults obtained by surgical intervention of the 
sinuses that are infected. In 70 per cent of 
the cases the patients were improved but Cooke 
and Grove stress the fact that 86 per cent of 
those individuals improved who had had com- 
plete surgical treatment, whereas those in whom 
the treatment was not so extensive the improve- 
ment was only 39 per cent. The immediate 


*Cooke, R. A., and Grove, R. C.: Relation of 
Asthma to Sinusitis, with Special Reference to the 
Results from Surgical Treatment, Arch. Int. Med., 
56:779, 1935. 


effect of operative procedures is not spectacu- 
lar but gradually improvement progresses un- 
til ultimately the result is splendid. 

There are many competent medical men who 
are loath to advocate extensive operative pro- 
cedures on the sinuses. The results obtained 
by a distinguished and careful observer such as 
Cooke would rather indicate that those who 
have this belief are in error. Certainly in 
such an aggravating condition as infective asth- 
ma if improvement can take place in such a 
large group of patients as indicated in this ar- 
ticle, the opponents of sinus operations would 
hesitate not to advise complete and thorough 
operative treatment in those who give evidence 
of sinusitis and who have asthma which is not 
due to pollens, horse dander, foods, feathers or 
any of the usual allergens susceptible to proof 
by skin reactions. 





THE DEATH RATE OF NEW ORLEANS 


For the 49 weeks that have been reported, 
and for which figures are available, from the 
Bureau of Census, there is a slight increase in 
the death rate for New Orleans contrasted 
with 1934. So far this year the rate has been 
16.2 as contrasted with a rate of 15.8 in the 
preceding year. The increase has been about 
equal between the two races. Last year the 
white race death rate was 13.9 and this year 
13.6, whereas the negro rate in 1934 was 
22.3 and for 1935, for the weeks that have 
elapsed so far, is 22.5. 

Again it should be stressed that these re- 
ports of the death rate for New Orleans are 
by no means a good criterion of the health of 
the city. With the enormous number of pa- 
tients in Charity Hospital sent in from outly- 
ing Parishes, ultimately many of them to die, 
the rate necessarily is unfair to the city. Other 
cities with very large death rates are probably 
also in the same position as New Orleans, 
whereas cities with lower death rates, such as 
occur in South Bend, where the rate is 8.2 or 
Flint with a rate of 7.8 the figures represerit 
truly the deaths occurring in the city only of 
the citizens of that community. Likewise in 
studying these figures it is noted that in every 
city in which the white and colored death 
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rate was reported separately the white death 
rate is on a parallel in the most part with those 
cities where there is no separation of races due 
to the fact that such cities have a very large 
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white population and few negroes. Invariably 
and always the negro rate is very much higher. 
than is the white rate where the segregation of 
the statistic of the two races occurs. 


TRANSACTIONS 





TOURO INFIRMARY 

The regular monthly meeting of the Touro In- 
firmary Staff was held Wednesday, December 11, 
1935 at 8:00 p. m. In the absence of Dr. Henry 
Blum, Chairman, Dr. Jeff Miller presided. 

The first order of business was the clinical path- 
ological conference conducted by Dr. John Lanford, 
the cases being discussed by Drs. Heninger, Le- 
mann and Wirth. Photomicrographs of the patho- 
logical tissues were shown. 

Dr. Howard Mahorner presented a case of hy- 
perthyroidism complicated by carcinoma of the 
rectum. This was discussed by Drs. Storck, Le- 
mann, Lanford and Jeff Miller. 

An interesting patient was shown by Drs. Pitkin 
and Polmer, who also showed motion pictures of 
this patient. The patient had an anastomosis be- 
tween the facial and spinal accessory nerves. 

Willard R. Wirth, M. D. 


HOTEL DIEU 
The regular monthly meeting of the Staff of 
Hotel Dieu was held in the Nurses’ Lecture Room 
of Hotel Dieu on November 18, 1935, at 8 o’clock 
p. m. Dr. Val H. Fuchs, President, presided. 

Dr. P. Graffagnino presented a case report, 
“Possible Ectopic Pregnancy”. Mrs. T. D., aged 
years, was admitted to Hotel Dieu on September 
17, 1935. Present Illness: On September 15, pa- 
tient had pain in the lower right abdomen. This 
pain was associated with some nausea and tem- 
perature. Temperature has increased in severity 
from the day of onset. Highest elevation was 
101°. She had a similar attack one and a half 
years ago. 

Past 
History: 





-9 
ve 


Illnesses: Essentially 
No pregnancies; 
strual History: 


negative. Marital 
no miscarriages. Men- 
Regular, 28-day type, until about 
1931, at which time, menstruation became very 
irregular, menstruating as often as three times 
in one month and lasting six or seven days each 
time. This irregularity gradually diminished two 
years ago when patient completely stopped men- 
struating and has not menstruated since. Opera- 
tions: One (dilatation and curettage and _ inser- 
tion of pessary). 

The patient has been treated for high blood pres- 
sure for the past five years. She consulted me in 
November 1931 for the irregularity of menstrua- 
tion and at this time I found a nodular and ir- 
regular uterus, making a diagnosis of small uterine 


fibroids. The patient was advised that an opera- 
tion would be necessary if the irregularity con- 
tinued. On September 17, 1935, at 11:15 p. m., 
patient was admitted to Hotel Dieu, having been 
sent by her physician with a diagnosis of an acute 
appendicitis. 

On admission, abdominal examination revealed 
marked tenderness and rigidity of the lower right 
quadrant with a temperature 101°, pulse 80, res- 
piration 24. Vaginal examination at this time 
showed marked tenderness and rigidity in the 
lower right quadrant but no masses were palpable. 

Because of these findings, an emergency opera- 
tion was decided upon, the patient taken to the 
operating room and under spinal anesthesia with 
220 mg. of novocain, given between the second and 
third lumbar vertebrae, a right rectus incision 
was made and on opening the peritoneal cavity, a 
small quantity of blood-tinged fluid escaped. The 
appendix was next sought and found free from 
adhesions but showing evidences of subacute in- 
flammation—apparently peri-appendicitis. Further 
exploration was next made of the pelvis and on 
the right side, a gangrenous-like hydro-salpinx was 
found With a marked torsion of its inner third. 
The tubal mass was next removed and bleeding 
points ligated. As the right ovary was not in- 
volved, it was not disturbed. The left tube and 
ovary showed no involvement. The uterus was in 
the anterior position and on the fundus a small 
fibroid about the size of a pigeon’s egg was pres- 
ent. As no other tumor masses could be palpated, 
a myomectomy was performed. The appendix 
was also removed and the abdomen closed in the 
usual manner without drainage. The tentative 
diagnosis was torsion of hydro-salpinx with hem- 
orrhage into the lumen, peri-appendicitis and fibro- 
myoma, of the uterus. Patient was discharged on 
September 29, 1935, making an uneventful recov- 
ery. 

This case was discussed by Dr. M. Couret, who 
bore out the laboratory diagnosis of “Tubal Preg- 
nancy”. 

Dr. Joseph A. Danna presented “Toxic Goitre 
with Cardiac Complications”. I have in the house 
a patient who is forty-eight years old and who has 
been suffering with toxic goitre symptoms for @ 
number of years. She has a bad heart, coming in 
with the diagnosis of auricular fibrillation. She 
also has a liver that is four inches below the 
costal border and a big spleen easily palpable. 
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When I was called in to see this patient I thought 
this a problem sure enough. The attending phy- 
sician called in a well known consultant in in- 
ternal medicine and he advised surgery. I told 
them that I would bring her in Hotel Dieu, make 
the necessary examinations and see what we could 
do. If we could build the patient up sufficiently, 
we would do something for her. She had been 
taking iodine and had had roentgen ray therapy. 
She was then taking digitalis. Plummer of the 
Mayo Clinic has repeatedly called attention to the 
fact that patients who have taken digitalis previous 
to operation do badly afterward. That was an- 
other complication in the picture. At Crile’s 
Clinic they found that in old patients with thyro- 
toxicosis the albumen-globulin ratio was modified 
with a diminution in the globulin in proportion to 
the albumen. In order to overcome this the pa- 
tient is given a blood transfusion and such patients 
did very well after operation. This patient also 
had a very sensitive stomach, could not eat very 
much and would vomit very readily and had ab- 
dominal colic that she complained of very much. 
Strange to say, transfusion cured the colic. We 
stopped the digitalis first thing and put her at 
rest. Her general condition improved after stop- 
ping the digitalis. We transfused her and about 
three days after transfusion did a double ligation. 
She had a stormy time after ligation and I was 
afraid that she would do very badly. We are hav- 
ing a hard time to have her take nourishment. 
We gave her hypodermoclysis and during the day 
of the ligation we gave sodium iodide intraven- 
ously and two or three 31 gr. doses every day 
since the ligation. I am reporting this case be- 
cause of the various features in connection with 
it and to show how sick a patient we can deal 
with. Cardiac disease is not a contra-indication 
in these cases. 

This case was discussed by Drs. Anderson and 
Landry. 

Dr. C. J. Tripoli gave a very interesting talk 
on “Amebiasis, Differential Diagnosis, Pathology 
and Phases of Treatment” accompanied by lantern 
slides. Discussed by Drs. Jamison and Danna. 

Executive Session then followed and the meet- 
ing adjourned. 


J. T. NIX CLINIC 
NEW ORLEANS 
At a meeting held in December, Doctor J. A. La 
Nasa presented the following paper. 


INTERPRETATION OF HEMATURIA 

The etiology and treatment of hematuria con- 
tinue to present to the average physician numer- 
ous baffling questions. Is the bleeding due to 
some systemic disorder or to some lesion or lesions 
in the genito-urinary tract? The solution of the 
problem as to the source of the bleeding, in some 
cases, is a very simple one, while in others it may 


require a very careful and complete physical ex- 
amination, combined with every diagnostic re- 
source at our disposal for the localization of le- 
sions in the genito-urinary tract. 

In discussing this subject it is probably best to 
consider the systemic causes and the genito-urinary 
causes separately. However, only mention will be 
made of the systemic causes, namely: the leu- 
kemias, hemophilia, polycythemia vera, purpura 
hemorrhagica, scurvy, Hodgkin’s disease and vi- 
carious menstruation. 

DRUGS 

Several drugs administered over a sufficiently 
long period of time will cause hematuria. Tur- 
pentine, cantharides, phosphorus, insulin, quinine 
and sodium salicylate, have been reported as caus- 
ing hematuria. Morphine and various sedatives, 
such as phenobarbital, will cause red blood cells 
to appear in the urine if used over long periods 
of time in patients with nervous disorders. 


FOODS 

A diet rich in proteins will cause red blood cells 
to be found in the urine. Foods with a high per- 
cent of oxalates such as rhubarb and artichokes, 
by producing an oxaluria, sometimes cause frank 
hematuria. This type of bleeding, however, is us- 
ually associated with some burning and scratch- 
ing of the urethra. 

DISEASES OF THE ORGANS IMMEDIATELY 
ADJACENT TO THE GENITO-URINARY TRACT 
Approximately twelve per cent of cases of hema- 

turia are caused by lesions in structures imme- 
diately adjacent to the genito-urinary tract. The 
most frequent lesions are: 

(1) Carcinoma of the pelvic organs, sigmoid 

or small intestine. 
(2) Tuberculosis and dysentery of the intestinal 
tract. 

(3) Inguinal hernia involving a portion of the 

bladder in the hernial sac. 

(4) Acute appendicitis and salpingitis. 

The hematuria produced by acute appendicitis 
is the result of an acute or subacute glomerulo- 
nephritis from a hematogenous infection of one or 
both kidneys, however, in a small percentage of 
cases, the close proximity of the appendix to the 
ureter will allow the infection to be transmitted 
either by contiguity of the structures or by way of 
the lymphatics. 


LESIONS OF THE GENITO-URINARY TRACT 
Generally speaking, it may be said, as regards 
both sexes, that bleeding which occurs at the be- 
ginning of micturition has its origin in the 
urethra. In the male, in these cases, the anterior 
urethra is the most probable seat of the lesion; 
but if bleeding is at all severe, there will be in ad- 
dition, a continuous flow or oozing of blood from 
the meatus, irrespective of micturition, similar to 
the continuous flow of pus in acute inflammation 
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of the male urethra. If the blood appears at the 
end of micturition, we suspect a lesion somewhere 
at or near the vesical neck. In elderly men, we 
should suspect a hypertrophic prostate or a ma- 
lignant growth of that organ. In younger men, 
especially with a urethral infection, a terminal 
hematuria points to an inflammation of the pos- 
terior urethra, especially and usually involving 
the verumontanum, vesicles and prostate. 

Vesical sources of hematuria are also simple to 
detect because of their accessibility to cystoscopic 
inspection. The most common cause of _ vesical 
hematuria is bladder neoplasm whether of the be- 
nign or malignant type, next we have calculus, 
tuberculosis of the bladder wall with ulcer forma- 
tion and acute and chronic cystitis. 

Usually hematuria is a symptom which first 
suggests the possibility of a bladder growth. This 
hemorrhage occurs without apparent cause, its 
onset is sudden, and it disappears as quickly as it 
comes. The blood appears, usually fresher and not 
so intimately mixed with the urine as in the cases 
of bleeding from the kidneys. 

Seventy percent of hematuria cases of genito- 
urinary origin are due to lesions in the kidneys or 
ureters.,Ureteritis, ureteral strictures, ureteral cal- 
culus and ureteral neoplasms all produce bleeding 
which is usually microscopic in character with 
the possible exception of ureteral neoplasms, 
where, sometimes, massive hemorrhage occurs. 

The interpretation of hematuria whose origin 
is in the kidney is not always an easy task. The 
multiplicity of causes makes diagnosis very diffi- 
cult and often times it is only after prolonged 
study and successive elimination of systemic dis- 
order and lesions in the lower tract that a diagno- 
sis is possible. 

The causes of kidney bleeding are: 

(1) Neoplasms of the kidney pelvis or 
parenchyma. 

(2) Tuberculosis of the kidney. 

(3) Hydronephrosis. 

(4) Polycystic kidney. 

(5) Kidney caculi. 

(6) Infections of the kidney pelvis and 
parenchyma. 

(7) Movable kidney. 

(8) Small angiomas or fibrous changes in 
the papillae. 

(9) Embolism and thrombosis of the renal 
vessels. 

(10) Nephritis hemorrhagica. 

Hematuria is a danger signal; every hematuria 
has a pathologic lesion underlying it; examination 
for the source and etiology should be made while 
bleeding is active, if that is at all possible, there 
should be no procrastination or guesswork; the 
ultimate diagnosis is made however, by modern 
technical procedures, principal among which are 
the urethroscope, cystoscope, ureteral catherter, 


roentgenography, pyelography and _  urography; 
diagnosis of hematuria requires patience and tech- 
nical skill, tempered at all times by gentleness. 


OSCAR ALLEN TUMOR CLINIC 
CHARITY HOSPITAL 
NEW ORLEANS 

The scientific meeting of December was called 
by Dr. James T. Nix, Director. The essayist was 
Dr. C. E. Gorman, who presented the following 
paper. 

PRIMARY CARCINOMA OF THE LUNG 
CASE REPORTS 

At the present time there is considerable dis- 
cussion as to the increase in carcinoma cases. It 
is undeniable that there is an increase in the num- 
ber of cases diagnosed and cancer of the lung can- 
not be excluded for this observation. 

In the current literature we find “pro” and “con” 
arguments concerning pulmonary cancer. Some 
authors say that there is an actual increase in the 
number of cases. Perret! in 1927 reported from 
the J. T. Nix Clinic eight cases of primary intra- 
thoracic malignancy, six of which were primary 
lung cancers. These had occurred over a period 
of six years, and four of these cases in 1926. Look- 
ing up the statistics of the Charity Hospital from 
1921 to 1925 he found 105,330 admissions. Among 
these he noticed that there had been one primary 
mediastinal carcinoma, two primary mediastinal 
sarcomas, three primary carcinomas of the lung 
and four primary sarcomas of the lung. He 
found at the Nix Clinic that malignancy accounted 
for 16 per cent of deaths and primary intrathor- 
acic malignancy for 1.7 per cent. He believes 
that there is an absolute increase of primary lung 
eancer, basing this opinion on autopsy records. 
The great pandemic of influenza of 1918, the in- 
creased inhalation of irritating gases from auto- 
mobiles, the dust from roads and streets, imper- 
fect fuel combustion, industrial processes, ex- 
cessive smoking, are probably factors of import- 
ance, 

Hunt2, a strong advocate of this idea, quotes 
statistics from the German clinics to corroborate 
his findings. He denies the views of other au- 
thors that the increase can be accounted for by 
the larger attendance at the clinics, longevity, 
and finally better diagnoses. His opinion is that 
the increased number of bronchitis cases, and in- 
fluenzial infections are the chief causative factors 
in this increase. Frommel3, in France, and 
others, expressed the opinion that the increased in- 
halation of gases and dust may have some bearing 
on the cause. In support of this he quotes forty- 
one cases of which twenty-nine were subject to 
dust inhalation. Hunt2 disagrees with this and 
says there is no connection between profession and 
cancer of the lung. In this manner he corrobo- 
rates the work done by Rostoski, Saupe, and 
Schmorl4, as well as that of Huguenin5. The lat- 
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ter examined forty-four cases and found only 
twelve to belong to occupational jobs with irritat- 
ing inhalants. The former carried on observa- 
tions in Schneeberg for three years. The chief 
occupation is cobalt mining. The population totaled 
five hundred and sixteen. Of these one hundred 
and fifty-four were miners. Twenty-one of the 
latter number died in the three years. Post-mor- 
tem examinations were done on these and thirteen 
had cancer. They did not believe this was due 
to the dust inhalation but to a combination of 
several reasons. These were heredity, arsenic 
content of cobalt ore, radium emanation, and fre- 
quent colds. 

In examining the literature, we discovered the 
work of Sailer and Torrey6. In their article 
which was written in 1913 they express the opinion 
that primary pulmonary cancer is not rare. In 
proof of this statement they collected eighty- 
seven thousand, four hundred and fifty-one cases 
with one hundred and thirty primary cancers of 
the lung—thus approximately one hundred and 
fifty-six out of every one hundred thousand deaths 
are due to primary cancer of the lung. Weller6, 
also in 1913, reported ninety cases of primary can- 
cer of the lung. Therefore, we can see that even 
as early as 1913 there was discussion concerning 
the frequency of cancer of the lung. With these 
data in mind, and the percentage of primary pul- 
monary cancer of approximately 0.5 per cent for 
the first two years at the Tumor Clinic, the au- 
thor is inclined to believe that the increase is 
relative and not actual. Better roentgen ray 
technique can now eStablish a diagnosis which has 
to be regarded as malignant until proven other- 
wiseS. More acurate biopsy sections, a_ better 
clinical knowledge, a larger attendance at clinics, 
and increased consultations between the family 
doctor and the cancer expert play a role as im- 
portant as the influenzal and bronchitis infec- 
tions in the apparent increase in pulmonary can- 
cer. Also, we must not forget the role played by 
public education. This has done a great deal in 
regard to dispelling cancer phobia. 

The two cases observed at the Tumor Clinic fit 
the classical picture of pulmonary cancer. It is 
more frequent in white males of middle age®. 
The greater number of cases are carcinoma rather 
than sarcomal0,. Pulmonary carcinoma occurs 
most frequently in the right lung. There appears 
to be a predilection for the right11. The onset 
nay be insidious!2 or with sudden hemorrhage, 
pain in the chest, or bronchitis. Occasionally, 
they have an attack of suffocation with severe 
coughing at which time they expectorate a small 
piece of tumor tissue. They generally present 
cough, weakness, anorexia, loss of weight, fever, 
dyspnea, hemoptysis and pain. Some few present 
a dilatation of the veins in the head and neck, 
due to the intrathoracic pressure, and cyanosis, 
edema and hoarseness. In most cases the tumor 


plugs a bronchus, thus producing an area of atelec- 
tasis which is usually manifested by a flat area 
of percussion, in most cases elicited just below the 
clavicle10, 


SUMMARY OF THE TWO CASES SEEN AT THE 
TUMOR CLINIC 

Case No. 139,557. J. E., a well developed: 
slightly emaciated colored male, forty-three years 
old, admitted February 14, 1935. His chief com- 
plaint was discomfort and swelling in the chest. 
The present illness dated back to November, 1934, 
when he was admitted to the hospital with ma- 
laria and vague pains over the body. Shortly after 
his discharge, December 11, 1934, the pain settled 
in his chest with expectoration of a whitish 
sputum. He lost twenty pounds in weight since 
November. A small area began to pulge on lower 
left ribs which was painful. Remainder of history 
was irrelevant. Biopsy showed external lesion to 
be hypertrophic hemangioma. Diagnostic roent- 
gen ray of February 19, 1935, reports, “Displaced 
trachea to right and abnormal shadow in right 
hilar region” which is clearly indicative of a 
bronchogenic carcinoma. View of the chest shows 
the consolidation of the right lung entirely cleared 
with the exception of the hilar zone. From De- 
cember 18, 1934, to July 8, 1935, the patient re- 
ceived eight thousand and four hundred units of 
roentgen ray to the upper right lung posteriorly 
and anteriorly. The average dose was four hun- 
dred r units. No positive tissue could be obtained 
from a bronchoscopic examination which was 
done on April 29, 1935. Further roentgen rays 
were then ordered which reported the same find- 
ings as previously. An abstract from the progress 
notes from admission to date show such as: 
“Feels better—picking up weight. Holding his 
own—no loss in weight. Roentgen ray shows 
consolidation and evidence of collapse. Dense 
pleural adhesions. Left lung clear.” “Patient 
gained weight, coughs less and feels better.” 

The last two quotations were from December 3, 
1935. Therefore, clinically the patient is showing 
signs of improvement. The roentgen ray, on the 
other hand, reports findings of extension. The 
ultimate outcome of this case is to be seen. 

Case No. 104,800. E. W. B., a moderately well 
developed and well nourished white male, forty- 
seven years old, admitted January 9, 1934, com- 
plaining of pain in right shoulder. The date of 
onset of present illness was two years previous 
when he suffered an attack of influenza which 
necessitated his staying in bed seventeen days. 
Since that time he has suffered with pain in his 
shoulder constantly, but it is more intense lately. 
During the past six months he has been receiving 
deep roentgen ray therapy to the shoulder. Gen- 
eral health impairment. Unable to work, loss of 
weight, 3 pounds, in last four months. Anorexia 
past three weeks, hearty appetite prior to that 
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time. 


Persistent cough for past two years with 
white thick sputum. Hemoptysis frequently ex- 
cept for past six months. Influenza was only es- 
sential feature of past history. Social history re- 
vealed that he was a steamboat pilot who smoked 
a pack of cigarettes every day. His physical ex- 
amination revealed a well nourished white male, 
forty-seven years old. The positive findings were: 
Bilateral supraclavicular adenopathy. Convex ap- 
pearance of right upper chest. Telangiectasis. 
Resonance and vocal fremitus impaired. Sibilant 
rales over right apex. Definite clubbed fingers. 
Diagnostic roentgen ray, January 9, 1934, revealed 
consolidation of right upper lobe with peribronchial 
infiltration. Tentative diagnosis: Bronchogenic 
cancer with probable secondary invasion and 
reaction of lung. Bronchoscopy was done March 
16, 1934, and lipiodol instilled. Deep roentgen 
ray therapy amounted to five thousand and six 
hundred r units. Patient grew progressively worse 


and was admitted to hospital May 31, 1934. On 
June 12th, a diagnostic roentgen ray revealed 


metastasis to right scapula and fourth rib. 
of left lung now shows an infiltrative process. His 
cough continued to increase. In early July he 
began a septic temperature curve and he expired 
July 15, 1934. 


Apex 


The autopsy revealed the right upper lobe to be 
nearly completely replaced by an abscess. This 
contained a thick, creamy pus. The larger bronchus 
leading to the upper right lobe presented an in- 
durated, elevated area which undergoing 
ulceration. There was direct extension of the 
tumor mass into the posterior chest wall. Final 
diagnosis was bronchogenic adenocarcinoma, pul- 
monary tuberculosis with miliary tubercules of 
liver, Aamyloid infiltration of the liver and spleen. 


was 


CONCLUSIONS 
1. The increase in primary carcinoma is ap- 
parently relative and not actual. , 
2. Primary pulmonary carcinoma was seen in 
0.5 per cent of the cases of the Tumor Clinic. 


3. The increase in such cases can be accounted 
for by more refined roentgen ray diagnosis, bet- 
ter and more frequent biopsy sections with his- 
tologic study, increased number of cases visiting 
the clinics, and public education. 

4. The prognosis is very grave, and the mortal- 
ity rate extremely high in such cases. 
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CALENDAR 

JANUARY 3 Pathological 
Dieu, 11 A. M. to 12 Noon. 

JANUARY 6 Eye, Ear, Nose and Throat Hospi- 
tal Staff, 8 P. M. 

JANUARY 8 Touro Infirmary Staff, 8 P. M. 

JANUARY 10 Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 

JANUARY 10 French Hospital Staff, § P. M. 

JANUARY 13 ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. Installation of Officers, 1936. 

JANUARY 15 Clinico-Pathological Conference, 
Touro Infirmary, 11:15 A. M. to 12:15 P. M. 

JANUARY 15 Charity Hospital Surgical Staff, 
8 P. M. 

JANUARY 16 Eye, Ear, Nose and Throat Club, 
8 P. M. 

JANUARY 17 Pathological 
Dieu, 11 A. M. to 12 Noon. 


Conference, Hotel 


Conference, Hotel 


JANUARY 17 I. C. R. R. 
Noon. 

JANUARY 20 Hotel Dieu Staff, 8 P. M. 

JANUARY 21 Charity Hospital Medical Staff, 
$ P. &. 

JANUARY 22 Clinico-Pathological Conference, 
Touro Infirmary, 11:15 A. M. to 12:15 P. M. 

JANUARY 24 Pathological 
Dieu, 11 A. M. to 12 Noon. 

JANUARY 27 ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 

JANUARY 28 Baptist Hospital Staff, 8 P. M. 

JANUARY 29 Clinico-Pathological Conference, 
Touro Infirmary, 11:15 A. M. to 12:15 P. M. 

JANUARY 31 Pathological 
Dieu, 11 A. M. to 12 Noon. 


Hospital Staff, 12 


Hotel 


Conference, 


Conference, Hotel 





During the month of December, besides the regu- 
lar meeting of the Board of Directors, the Society 
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held one meeting which was the Tenth Stanford 
E. Chaille Memorial Oration and Memorial Meet- 
ing, held December 9. The following program was 
presented: 

Dr. Chaille: Dean, Teacher and Friend. 

By: Dr. Joseph A. Danna. 

The Present Status of Fever Therapy. 

By: Dr. W. H. Slaughter, Senior Surgeon, 
USPHS, United States Marine Hospital, New 
Orleans. 

Memorial Address by Dr. Elizabeth Bass. 

At this meeting Dr. R. R. Spencer, Senior Sur- 
geon, USPHS gave an explanation of the U. S. 
Public Health Survey. 

The regular meeting scheduled for December 23 
was dispensed with because of confliction with the 
Christmas Holidays. 


The annual election of Officers was held Satur- 
day, December 14. There was no opposition for 
any office and the 1936 Board of Directors will be: 

President—Dr. Frederick L. Fenno. 

First Vice-President—Dr. Foster M. Johns. 

Second Vice-President—Dr. Edwin L. Zander. 

Third Vice-President—Dr. J. Raymond Hume. 

Secretary—Dr. Gilbert C. Anderson. 

Treasurer—Dr. Shirley C. Lyons. 

Librarian—Dr. Alton Ochsner. 

Additional Members—Board of Directors 

Dr. Val H. Fuchs. 

Dr. Edwin H. Lawson. 

Dr. C. L. Peacock. 

The Installation of these Officers will take place 
Monday, January 13, 1936. 


Dr. H. W. E. Walther was elected President of 
the Southeastern Branch Society of the American 
Urological Association at the meeting held in 
Nashville, December 6 and 7. 


The following doctors attended the recent meet- 
ing of the Southern Surgical Association in Hot 
Springs, Virginia: Drs. Isidore Cohn, Jos. A. 
Danna, I. M. Gage, Urban Maes, James D. Rives 
and Curtis H. Tyrone. Dr. Ochsner is Secretary 
of this organization having been elected last year. 
The next meeting of the Southern Surgical Asso- 
ciation will be held in New Orleans early in the 
year of 1936. 


The Library will be glad to receive any journals 
that the members are desirous of giving to them. 


Notices have been received that doctors are 
wanted in Flora, Mississippi and in a lumber camp 
near Mandeville. For further details inquire at 
the Secretary’s office. 


Drs. C. Grenes Cole and Emmett Irwin read 
papers before the Bi-Parish Medical Society meet- 
ing held at Clinton, Louisiana. 


Dr. Roy E. de la Houssaye was elected President 
of the New Orleans Pure Milk Society and Dr. E. 
A. Socola was elected Vice-President. 


TREASURER’S REPORT 
ACTUAL BOOK BALANCE: 10/31/35___. $ 696.49 


November credits: La 
pig JR, nee -$1,250.71 
November expenditures: _...._.._......-_..- $535.08 


ACTUAL BOOK BALANCE: 11/30/35... $ 715.63 
LIBRARIAN’S REPORT 

During November, 685 books and journals were 
circulated to doctors, or more than 1% to each 
member of the Society. In addition, 798 volumes 
were loaned to students, making a total of 1483. 
These figures do not include the great use of 
books and journals within the reading rooms. 

Fifty-four books have been added to the Library 
during the month. Of these, 43 were received by 
gift, 14 by binding and 6 from the New Orleans 
Medical and Surgical Journal. New titles of re- 
cent date are listed below. 

On request of physicians, members of the staff 
have collected material on the following subjects 
during November: 

Abdominal pain 

Splanchnoptosis 

Delayed corneal healing 

S. E. Chaille 

History of cholera in New Orleans 

Telescopic spectacles 

Trachoma 

Sciatica 

History of Surgery 

Endobronchial carcinoma 

Diabetes insipidus 

Food adulteration 

Fear 

Experimental production of aortic aneurysm. 

NEW BOOKS—NOVEMBER 

Dawson, W. B.—Aids to Psychiatry. 1934. 

Davison, W. C.—Complete Pediatrician. 1934. 

Magath, T. B. ed.—Medicolegal Necropsy. 1934. 

Selling, L. S.—Diagnostic Criminology. 1935. 

Simmons, J. S. ed.—Laboratory Methods of the 
U. S. Army. 1935. 

Chicago Institute for Psychoanalysis—Influence 
of Psychologic Factors Upon Gastro-Intestinal 
Disturbances. 1934. 

Haynes, William & Gordy, E. L. ed.—Chemical 
Industry’s Contribution to the Nation, 1635—1935. 
1435. 

Knowles, F. C.—Diseases of the Skin. 1935. 

Association of American Physicians—Transac- 
tions. 1935. 

Instituto Butantan (Brazil)—Memorias. 1935. 

H. B. Alsobrook, M. D. 
Secretary 
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THE BI-PARISH MEDICAL SOCIETY 

The Bi-Parish Medical Society met in the Rist 
Hotel after a bounteous repast prepared and 
served by Mrs. August Rist. The Society passed 
to the business and scientific program. Election 
of officers for 1936 was as follows: 

Dr. J. J. Ayo, President 

Dr. A. S. Tombs, Jr., Vice-President 

Dr. E. M. Toler, Secretary-Treasurer 

Dr. T. H. Pargen, Delegate 

Dr. C. S. Toler, Alternate 

Dr. C. Grenes Cole of New Orleans read a paper 
on “Abdominal Pain, Its Significance and Treat- 
ment”. Dr. Tom Spec Jones of Baton Rouge had 
as his subject “Impetigo” and Dr. Emmett L. 
Irwin, of New Orleans spoke on “Infections of the 
Hand”. All three subjects were handled in a 
learned manner and all agreed that the essays 
were the highest and most instructive possible. 
The papers were discussed favorably by all present. 
A vote of thanks was extended to Drs. Cole, Jones, 
and Irwin for their excellent presentations of these 
iustructive and practicable papers. The three 
were again elected honorary members of the So- 
ciety. 

A vote of thanks was given Mr. and Mrs. Rist 
for their superb dinner and the whole hearted 
cordiality extended the Bi-Parish Medical Society. 

Members and guests present: 

Dr. C. G. Cole, Dr. and Mrs. T. S. Jones, Dr. and 
Mrs. E. M. Toler, Dr. Emmett L. Irwin, Dr. N. T. 
Stafford, Dr. A. S. Tombs, Jr., Dr. C. S. Miller, Dr. 
and Mrs. T. H. Pargen, Dr. and Mrs. B. B. Lane, 
Jc., Dr. and Mrs. S. L. Shaw, Rev. J. S. McLean, 
Dr. and Mrs. J. A. Tucker, Miss Hermine Tate, 
Dr. Eugene H. Countiss, Dr. W. K. Irwin, Dr. S. 
S. Blackeney, Dr. and Mrs. S. S. Toler, Dr. G. L. 
Odom, Dr. E. M. Robards, James I. Bunnde, Dr. 
and Mrs. W. J. Roberts. 

The Society adjourned to meet lst Wednesday 
in February 7:30 p. m. 1936 in The East Louisiana 
State Hospital, Jackson, La. 

N. F. Stafford, President 
E. M. Toler, Secretary 


SEVENTH DISTRICT MEDICAL SOCIETY 

The Seventh District Medical Society met on 
Thursday, December 5 at 7:00 p. m. at the Cedar 
Lane Country Club, Opelousas, Louisiana: for din- 
ner, followed by an interesting scientific program: 

The Management of Asthmatic Symptoms, Dr. 
B. G. Efron, New Orleans. 

Some Interesting Cases in Plastic Surgery, Dr. 
Neal Owens, New Orleans. 

The Diagnosis of Early Carcinoma of the Cervix, 
Dr. C. H. Tyrone, New Orleans. 


ALLEN PARISH MEDICAL SOCIETY 
ORGANIZED 

A joint meeting of the doctors of Allen and 
Evangeline Parishes was held in Oakdale, Decem- 
ber 14, with dinner followed by a scientific pro- 
gram. The object of the meeting was to organize 
the two parish medical societies. 

Allen Parish organized with the following of- 
ficers: 

President, Dr. A. D. Mangham of Elizabeth 

Vice-president, Dr. Lofton F. Gray of Oakdale 

Secretary-treasurer, Dr. F. W. Heath of Oakdale 

Evangeline Parish promised to organize by the 
first of the year. 

A splendid scientific program was given. Dr. 
N. Silverman of New Orleans, read a paper on 
“Problems of Gastric Carcinoma” which was fol- 
lowed by an interesting cancer film—‘Cancer: 
Its Life History and Practical Measures” by Dr. 
J. A. Langford, also of New Orleans, and who is 
Chairman of the Cancer Committee of the Louis- 
iana State Medical Society. 

The state president, Dr. C. P. Gray, held the 
interest of all in his “Problems of the Medical 
Profession” and what he had to say on organized 
medicine was especially well taken. 

Dr. P. T. Talbot, secretary of the state society 
and Dr. Claude A. Martin, councilor for the Sev- 
enth District, were present. 





OUACHITA PARISH MEDICAL SOCIETY 

The regular meeting of the Ouachita Parish 
Medical Society was held recently with 90 per 
cent of the doctors in attendance. At this time 
a banquet was served which was enjoyed by all. 

A paper was read on the “Surgical Approach 
to the Appendix”, by Dr. J. W. Bodley, associate 
Professor of Medicine of the University of Ten- 
nessee, from Memphis, Tennessee. The regular 
annual oration was presented by the President, Dr. 
I. J. Wolff. The following officers were elected 
for the ensuing year and will assume their offices 
the first meeting in January: 

Dr. J. H. Pankey, President 

Dr. C. U. Johnson, Vice-President 

Dr. Ralph J. Talbot, Secretary-Treasurer 

Dr. J. Snelling and Dr. G. Wright, Delegates 

Dr. G. Snellings and Dr. C. P. Gray, Jr., Alter- 
nates. 


The program committee is to be appointed by 
the new President. 





CLAIBORNE PARISH MEDICAL SOCIETY 

The Annual Meeting of the Claiborne Parish 
Medical Society was held at the offices of the 
Claiborne Parish Health Unit, Homer Louisiana. 
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on December 17, 1935. The following officers were 
elected to serve during the year 1936: 

Dr. F, Palmer, Homer, La., President 

Dr. J. E. Batchelor, Haynesville, La., Vice-Pres- 
ident 

Dr. H. R. Marlatt, Homer, La., Secretary-Treas. 

Dr. F. Palmer, Homer, La., Delegate to State 
Meeting 

Dr. H. R. Marlatt, Homer, La., Alternate Dele- 
gate to State Meeting. 

Following the meeting the members of the Med- 
ical Society were treated to a barbecue chicken 
dinner in the rooms of the Woman’s Department 
Club in the City Hall by the Woman’s Auxiliary 
to the Claiborne Parish Medical Society. 





ST. TAMMANY PARISH MEDICAL SOCIETY 

The St. Tammany Parish Medical Society met 
at Covington, December 20, to elect officers for 
the incoming year. The election results are as 
follows: 

Dr. J. F. Polk, Slidell, La., President 

Dr. H. D. Bulloch, Covington, La., Vice-President 

Dr. F. R. Singleton, Slidell, La., Secretary-Treas. 

Dr. Roy Carl Young, Covington, La., Delegate to 
State Meeting. 

Dr. Jno. K. Griffith, Slidell, La., Alternate Dele- 
gate to State Meeting. 

The various committee appointments will be an- 
nounced by the President-elect at the next meet- 
ing. The next meeting will be held in Covington 
tor the installation of the new officers, January 
lfth, 1936. 

NEWS ITEMS 

Dr. Isidore Cohn, Professor of Surgery and Head 
of the Department of Surgery in the Graduate 
School of Medicine of The Tulane University of 
Louisiana, addressed the meeting of the Southern 
Surgical Association held at Hot Springs, Va., 
December 10, 1935, on “Arterial Venous Aneurysm”. 

Dr. H. W. Kostmayer, Dean and Professor of 
Gynecology, Graduate School of Medicine of the 
Tulane University of Louisiana, addressed the 
meeting of the Tri-County Medical Society held at 
Brookhaven, Miss., on December 10, 1935. The 
subject of the talk was “Practical Use of Endoc- 
rines. 


Dr. L. Roland Young of Covington, La., is in 
New York, doing two months of Neurology under 
the well-known Dr. Joseph Globus at Mt. Sinai 
Hospital. This is the field of Columbia Univer- 
sity, Graduate Division or Department. Dr. Young 
is expected to complete the work and return home 
for the holidays. 

Senior Dental Surgeon C. T. Messner was direct- 
ed to proceed from Washington, D. C. on October 


31, 1935, to the U. S. Marine Hospital, New Or. 
leans, La., U. S. Public Health Service Leprosar- 
ium, Carville, La., the U. S. Marine Hospital, 
Memphis, Tenn., the U. S. Narcotic Farm, Lexing- 
ton, Ky., and the U. S. Marine Hospital, Louisville, 
Ky., to inspect dental activities, and return. 

Surgeon Peter J. Gorman was relieved from duty 
a: the New Orleans Quarantine Station upon the 
arrival of Passed Assistant Surgeon C. B. Spencer 
on or about Dec. 12, 1935, and assigned to duty 
at the U. S. Quarantine Station, Mobile, Ala. 





Harper & Brothers announce that they have 
acquired the medical book publishing business of 
Paul B. Hoeber, Inc. A program of expansion 1s 
planned, and medical books will be published 
under the imprint of Paul B. Hoeber, Inc., Medical 
Book Department of Harper & Brothers. Mr. 
Paul B. Hoeber, the founder, remains in charge 
of this department. 


THE SOUTHERN MEDICAL MEETING 


The following Louisiana doctors attended the 
twenty-ninth Annual Session of the Southern 
Medical Association in St. Louis: 


From New Orleans— 


C. C. Bass, W. R. Buffington, Rigney D’Aunoy, 
L. R. DeBuys, T. J. Dimitry, L. Lilly Dismuke, E. 
C. Faust, A. Scott Hamilton, W. H. Harris, Roy 
B. Harrison, E. H. Hinman, John R. Hume, Frank 
E. Lamothe, J. A. Lanford, Edwin H. Lawson, A. 
L. Levin, R. R. Madden, W. R. Metz, John F. 
Oakley, Alton Ochsner, W. J. Otis, Neal Owens, 
Jos. W. Reddoch, Geo. W. Robinson, John T. San- 
ders, W. K. Sharp, Jr., Robert A. Strong, R. W. 
Todd, H. R. Unsworth, J. R. Veal, E. Von Haam, 
W. A. Wagner. 

From Shreveport— 

J. T. Crebbin, H. A. Duram, E. B. Erickson, 
A. A. Herold, J. E. Knighton, Ralph Riggs, C. P. 
Rutledge, John L. Scales. 

From Monroe— 


C. P. Gray, H. E. Guerriero, L. L. Shlenken. 
From Alexandria—J. T. Cappel, M. B. Pearce. 
From Lafayette—L. O. Clark. 

From Springfield—N. F. Bray. 


SOUTHEASTERN SURGICAL CONGRESS 

The Seventh Annual Assembly of the Southeast- 
ern Surgical Congress will be held in New Orleans, 
March 9-10-11, 1936, at the Roosevelt Hotel. 

The following surgeons have accepted places 
ou the program: 

Dr. Arthur Hertzler, Halstead, Kan., Dr. Cheva- 
lier Jackson, Philadelphia, Pa., Dr. Francis E. 
Lejeune, New Orleans, La., Dr. Arthur W. Allen, 
Boston, Mass., Dr. John F. Erdmann, New York 
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City., Dr. Jenning Litzenberg, Minneapolis, Minn., 
Dr. Joseph EB. King, New York City, Dr. Fred 
Rankin, Lexington, Ky., Dr. C. C. Howard, Glas- 
gow, Ky., Dr. George W. Crile, Cleveland Ohio, 
Pr. Garnett Quillian, Atlanta, Ga., Dr. Paul Flo- 
thow, Seattle, Wash., Dr. Alan C. Woods, Balti- 
more, Md., Dr. Virgil S. Counseller, Mayo Clinic, 
Dr, Alfred A. Strauss, Chicago, Ill., Dr. W. D. 
Haggard, Nashville, Tenn., Dr. Roger G. Doughty, 
Columbia, S. C., Dr. Thomas E. Cormody, Denver, 
Col., Dr. Charles O. Bates, Greenville, S. C., Dr. 
Guy Caldwell, Shreveport, La., Dr. Gerry Holden, 
Jacksonville, Fla., Dr. Emmerich von Haam, New 
Orleans, La., Dr. Roger Anderson, Seattle, Wash., 
Dr, A. Street, Vicksburg, Miss., Dr. James S. Mc 
Lester, Birmingham, Ala., Dr. Edgar Fincher Jr., 
Atlanta, Ga. There will be others. 


AMERICAN BOARD OF 
1936 Examinations 


OPHTHALMOLOGY 

will be held in Kansas City 
on May 1ith, and in New York City in October. 
All applications and case reports must be filed at 
least sixty days before date of examination. For 
information, syllabuses and application forms 
please write at once to Dr. Thomas D. Allen, As- 


sistant Secretary, 122 South Michigan Avenue, 

Chicago, Mlinois. 

AMERICAN ASSOCIATION FOR THE STUDY 
OF GOITER 

The American Association for the Study of 


Goiter again 
of $300.00 


offers the Van Meter Prize Award 
and two honorable mentions for the 
best essays submitted on the goiter problem. This 
award will be made at the discretion of the Society 
at its next annual meeting to be held in Chicago, 
Illinois, on June 8th, 9th, and 10th. 

The competing manuscripts, 
exceed 3000 words in 


which should not 
length, must be presented 
in English and a typewritten double spaced copy 
sent to the Corresponding Secretary, Dr. W. Blair 
Mosser, 133 Biddle Street, Kane, Pennsylvania, 
not later than March 1, 1936. Manuscripts re- 
received after this date will be held for competition 
the next year or returned at the author’s request. 


INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O’Hara, Epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbity reports for the State of Louisiana, which 
contain the following summarized information: 
For the forty-sixth week of the year, ending No- 
vember 16, the following diseases were reported 
in double figures: 63 cases of syphilis, 39 each of 
gonorrhea and pneumonia, 38 of pulmonary tuber- 
culosis, 37 of malaria, 32 of diphtheria, 31 of can- 
cer, 12 of whooping cough, 11 typhoid fever, and 
10 of measles. Three typhoid fever cases were 
reported from Lafayette Parish. Of the unusual 
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diseases, 2 cases of poliomyelitis were reported, 
1 from St. John Parish and 1 from Orleans. A 
case of meningitis was reported also from Orleans. 
The following week, ending November 23, syphilis 


again led reportable diseases but with only 30 
eases. Following this came 28 cases of pneumo- 


nia, 27 of pulmonary tuberculosis, 26 of cancer, 
24 each of diphtheria and gonorrhea, 17 of malaria 
and 15 of scarlet fever. Four cases of meningitis 
were reported from Orleans Parish and from the 
same source 1 case of undulant fever and one of 
anthrax. One case of typhoid fever and two cases 
of spinal meningitis reported from Orleans were 
imported cases. For the week ending November 
30, there were listed 38 cases of malaria, 34 of 
diphtheria, 25 of cancer, 22 each of pneumonia 
and syphilis, 20 of pulmonary tuberculosis, 14 of 
scarlet fever, 12 of gonorrhea, 11 of influenza and 
10 of typhoid fever. St. James Parish reported 
the largest number of cases of typhoid fever with 
3 incidences listed. For the week ending Decem- 
ber 7 there were reported 49 cases of cancer, 47 
of pneumonia, 42 of pulmonary tuberculosis, 34 of 
measles, 33 of diptheria, 28 of malaria, 19 of scar- 
let fever, 14 of septicemia, 12 of typhoid fever, 10 
each of whooping cough and gonorrhea. Typhoid 
fever cases were scattered throughout the State. 
Orleans Parish reported 2 cases of poliomyelitis 
and 1 of undulant fever. The sharp increase in 
the cases of pneumonia indicated that we are now 
approaching the pneumonia 
noted also that almost regularly cases of polio- 
myelitis are being discovered throughout the 
State. The morbidity report, for the week of 
December 14, shows a sharp increase in all report- 
able diseases. Malaria 


season. It can be 


jumped up to 126 cases, 
pulmonary tuberculosis to almost triple the five- 
year average, with 86 
crease was in the 


cases 
cases of 


listed. Another in 
pneumonia reported, 
67 appearing in the report from Dr. O’Hara. Other 
diseases include 53 cases of syphilis, 52 of gonor- 
rhea, 38 of cancer, 23 of scarlet fever, 19 of diph- 
theria, 25 of influenza, 13 of typhoid fever, and 
10 each of septicemia and pellagra. Of the usu- 
sual and rare diseases there was listed 1 case of 
smallpox from West Carroll Parish and I case of 
typhus fever from Calcasieu. Two cases of cere- 
brospinal meningitis were reported from Orleans 
Parish and 1 case of undulant fever from Orleans. 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of Cen- 
sus reports that for the week ending November 16 
there were reported in the city of New Orleans 141 
deaths divided 82 white and 59 colored, the death 
rate of the 3 groups being, respectively, 15.3, 12.5, 
22.1. Infant mortality rate was 77, exaggerated by 
a rate of 142 for negro infants. The succeeding 
week there was a considerable rise in the total 
number of deaths 162 taking place this week which 
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ended November 23. There were 92 deaths in the 
white population and 70 in the colored making a 
death rate for the former 14.0 and for the latter 
26.2 and for the 2 groups as a whole 17.5. The col- 
ored infant mortality rate was unchanged but as 
there were more deaths in the white infants the 
rate as a whole was 10.1. A slight increase occur- 
red in the number of deaths for the week ending 
November 30 as there were 169 deaths, distributed 
105 white and 64 negro. This made the rate for 
this week 18.3; for the white race 16.0 and for the 


colored 23.9. The infant mortality rate, thanks 
to a low negro death rate was only 59. There 


were 10 more deaths the week ending December 
7 than were reported the previous week, there 
being 179 deaths in New Orleans of which 111 were 
white and 68 were colored. This made a death 
rate of 19.4: for the white 16.9 and for the negro 
25.4. The infant mortality rate jumped to 130 ap- 
parently due to the fact that the negro infants 
waited until this week to die as their rate was 
190. 


CORRESPONDENCE 
New Orleans Medical and Surgical Journal 
1430 Tulane Avenue 


New Orleans, Louisiana 
Dear Sir: 
Thinking it might be of some interest I am 


enclosing a copy of a cancer cure that was copied 
from the Philadelphia Saturday Courier, June 
10th, 1838; that is, this paper enclosed was made 
on that date. I don’t know the date of the paper 
in which it was published. 

This was handed to me by Mr. Ernest T. George 
of this City and was found in a package of old 
family papers belonging to one of his illustrious 


ancestors. Verily, “there is nothing new under 
the sun.” 
Cordially, 
O. W. Bethea. 
SIMPLE CURE FOR THE CANCER 


Take a piece of dough about the size of a hen’s 
egg and a lump of hog’s lard, the older the better, 
of the same dimensions. These substances, thor- 
oughly mixed so as to form a kind of salve, must 
be spread on a piece of white leather and applied 
to the diseased part. In three days a cure is 
completed. 

Philadelphia Saturday Courier—June 16, 1838 


WOMAN’S AUXILIARY 
LOUISIANA STATE MEDICAL SOCIETY 

To all members of the medical profession and to 
each auxiliary member we extend greetings for a 
very, very Merry Christmas and hope that your 
“Santa Stocking” will be filled to overflowing, 
and may the New Year bring a wealth of good 
health to each of us and days full of everything 
that is good. 
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We are very gratefully indebted to Mrs. W. R. 
Buffington of Orleans Parish for the following re- 
port on the Southern Medical Association Conven- 
tion which was held in St. Louis November 19-22: 

“The Woman’s Auxiliary to the Southern Medi- 
cal Association met with an attendance of 385 at 
the Jefferson Hotel with Mrs. J. Bonar White pre- 
siding. 

State reports were read and were indeed very 
interesting and inspiring as they contained much of 
the good work which all the auxiliaries are spon- 
soring. 

On the first day of the convention, the auxiliary 
luncheon was given which was a very gala event, 
during which several interesting talks were made. 
After the luncheon, the visitors were taken on a 
sight-seeing tour of the city followed by a very 
lovely tea. The next day, following the business 
meeting, the St. Louis auxiliary entertained the 
visiting ladies at a beautiful luncheon at the Nurses 
Home in the hospital center. Following this, 
there was a tour through the Shaw Gardens and 
the Lindbergh Museum to view the trophies. 

It was very reluctantly that the visitors to the 
Convention made ready to leave for home after 
such warm and friendly hospitality that was ac- 
corded them.” 


Mrs. S. M. Blackshear, Chairman of Organiza- 
tion reports the following members-at-large to the 
Orleans Parish Auxiliary: 

Mrs. Roland Young, Covington, La. 

Mrs. J. K. Griffith, Slidell, La. 

Mrs. F. R. Singleton, Slidell, La. 

Mrs. H,. D. Bullock, Covington, La. 

Mrs. Lawrence Young, Mandeville, La. 

Mrs. J. F. Polk, Slidell, La 


Our President, Mrs. Hermann B. Gessner, would 
like to stress upon the Presidents of each parish 
auxiliary the great importance of the Journal be- 
ing consistently read by our members and her 
message to you today, is please to have a current 
copy of the Journal at each meeting so that it 
may be a gentle reminder. 

Mrs. George D. Feldner, 
Chairman, Press & Publicity. 


CADDO PARISH 

The Woman’s Auxiliary to the Shreveport Medi- 
cal Society gave a barbecue for their husbands at 
the 40 and 8 Club, December llth. After a deli- 
cious supper of barbecued steaks, a short comedy 
was presented. This play had been revised to in- 
clude amusing personalities of the doctor husbands 
present. Following the program, the guests danced. 

Mrs. Johnson R. Anderson, 

Chairman, Press & Publicity. 


OUACHITA PARISH 
Most interesting programs were rendered at the 
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meetings of the Woman’s Auxiliary held in October 
and November with every member enjoying the 
illustrated lecture of a Cesarean section and the 
removal of a gall bladder, by Dr. William Bendel. 

Several interesting topics were selected and 
given from “Hygeia” as the chairman of Hygeia 
stressed the importance of the magazine and our 
goal to have every member a subscriber or re- 
sponsible for a subscription. 

Three of our members, with their husbands, at- 
tended the Southern Medical Convention held in 
St. Louis—Mrs, C. P. Gray, Mrs. L. L. Shlenker 
and Mrs. H. E. Guerriero. 

Due to the date of our December meeting con- 
flicting with the Holiday Season, it was decided 
to postpone the meeting until the first week in 
January and to contribute our luncheon money to 
the Good Fellows’ Fund for the benefit of the 
needy children. The Auxiliary also offered 
their services to the Welfare Council and many 
members are busy collecting food, clothing and 
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toys for those who are in need. 

The Ouachita Parish Auxiliary extends to each 
of you our Heartiest Holiday Greetings and Many 
Good Wishes for the Coming Year. 

Mrs. D. T. Milam, 
Chairman, Press & Publicity. 


ORLEANS PARISH 

The Woman’s Auxiliary to the Orleans Parish 
Medical Society met on Wednesday, the llth at 
the Orleans Club. The work of collecting samples 
of medicines for distribution to various institu- 
tions and collection of old clothing was the feature 
of the month. There was very little other busi- 
ness and the meeting was adjourned so that the 
members could enjoy a very delightful musical and 
Christmas tea. The tea-table decorations were 
carried out in a very effective Christmas center- 
piece. 

Mrs. Ralph J. Christman, 
Chairman, Press & Publicity. 


REVIEWS 





The Medicolegal Necrospy: A symposium edited 
by Thomas B. Magath, Baltimore, Williams and 
Wilkins Company, 1934. Illus. pp. 167. Price 
$2.50. 

This book covers a number of papers read at a 
symposium held at the Twelfth Annual Convention 
of the American Society of Clinical Pathologists 
at Milwaukee, Wisconsin, June 9, 1933. 

These papers are splendidly written, by master 
minds, well illustrated, and full of essential in- 
formation, and should form a part of the library 
of every pathologist or coroner, who is constantly 
facing the problems so well dealt with and edited 
in this volume. 

C. GreNES CoLe, M. D. 


Synopsis of Surgical Anatomy: By Alexander 
Lee McGregor, M. Ch. (Edin.) F. R. C. S. 
(Eng)); with a foreword by Sir Harold Stiles, 

'K. B. E., F. R. C. S. (Edin.) 2nd ed. Philadel- 
phia. William Wood and Company, 1934. pp. 
644. illus. Price $6.00. 


The British medical profession seems to be par- 
ticularly fond of the synopsis and to them we are 
indebted for several phenomenal collections of 
facts more or less attractively presented. The re- 
viewer must confess that he does not care for this 
particular literary form, finding a complete and 
unabridged discourse on a given subject consider- 
ably more satisfying. He must grant, however, in 
spite of his feeling that British surgeons are, as 
a rule, much better anatomists than the Ameri- 
cans, ahd it might be well for us to employ their 
synopses on anatomy, at least, more than we do. 

McGregor’s Synopsis of Surgical Anatomy is a 


one-volume work which is somewhat artificially 
divided into “The anatomy of the normal” and 
“The anatomy of the abnormal.” The term “arti- 
ficially” is used because under the latter heading 
appear such subjects as “The teeth,” “The sphint- 
ers,” and “The collateral circulation,” which 
certainly, on the surface, are not abnormal. 

The amount of information contained in this 
volume is tremendous and its accuracy cannot be 
doubted. The second section is particularly im- 
pressive, including as it does such chapters as 
“The anatomy of congenital errors,’ “The anatomy 
of nerve injuries,” “The pathology of bone in 
terms of anatomy,” “‘The anatomical bases of 
clinical tests,” and “The anatomy of surgical pro- 
cedures.” 


The text is clear and well arranged. The 
illustrations are highly diagrammatic and cor- 
respondingly simple, and are numerically adequate. 
They cover anatomical structure, normal and 
abnormal function, tests and the technique of 
surgical procedures, among other things. They 
are in the main very effective, some of them ex- 
tremely so. The excellent index makes all this 
material readily available, and another desirable 
point is that the text is not arranged consecutive- 
ly but in independent chapters, so that any given 
reference is complete in itself, 


If a student, or, indeed, a surgeon will use this 
book as a ready reference work, supplementing it 
with such collateral reading as is necessary for 
complete understanding of its text, he will find 
himself, after a comparatively short time, far 
ahead of most of his associates in his understand- 
ing of surgical anatomy. Unfortunately, it is 
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doubtful that either individual will do so. Both 
the student and the surgeon are much more likely 
to be satisfied with the few pertinent facts easily 
gleaned from the book itself. Teachers of surgery, 
however, will dream enviously of pupils who live 
with this volume by day and sleep with it under 
their pillows at night—and it may be that some- 
where such pupils do exist. 
JAMES Davipson Rives, M. D. 





Aids to Psychiatry: By W. S. Dawson, M. A., M. D. 
Oxan., F. R. C. P. Lond. D. P. M. 3d. ed. 
Baltimore, Wm. Wood & Co. 1934. pp. 318. 

This is a valuable little compend on psychiatry. 

It contains a vast amount of information which 

would be very useful to any student or any lay 

physician wishing to look up some psychiatric 
matter. It is well arranged and well written, but 
would be more useful to Americans if it were 
adapted from a legal aspect and so on to this 
country, 

Epmunp McC. ConneELLy, M. D. 





Emotions and bodily Changes: A survey of litera- 
ture on Psychosomatic interrelationships, 1910- 
33, by H. Flanders Dunbar, M. D., Ph. D. New 
York, Columbia University Press, 1935. pp. 
595. Price $5.00. 

In recent years, the medical profession has been 
increasingly aware of the practical implications 
of the interrelationships of the psyche and soma, 
in evaluating the subjective and objective data in 
an effort to establish a diagnosis, render a prog- 
nosis and determine the proper therapy for the 
patient. The great importance of dealing with the 
total personality and of being aware of the effects 
of emotions on the changes in bodily functions, 
necessitates an acquaintance with the literature 
dealing with this subject. It is therefore fitting 
that one should call the attention of the profession 
to a most important book devoted to this topic. 
In this book, “Emotions and Bodily Changes,” the 
author, H. F. Dunbar has done yeoman service in 
a field filled with pseudo-science and fraud. He 
has made a survey of work to a separation of the 
real from the suspect in a subject only too often 
filled with fancy rather than fact. One gains an 
idea of the tremendous task the author set for 
himself when it is noted that there is a bibli- 
ography of 2251 references many of them from 
the foreign literature and for the first time ren- 
dered into English. The book has three major di- 


visions. Part I deals with “Orientation and Meth- 
odology”. Part II is on “Organs and Organ Sys- 
tems” and Part III, on “Therapeutic Considera- 


tions and Concluding Remarks”. A splendid in- 
dex of names and one of subject matter simplify 
and save the reader much time and effort. The 
author is aware of the lengthiness of his book 
but he gives two important reasons for this. He 
desires the reader to compile his own digest and 
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let the material be self-commital and secondly he 
feels that it is difficult for the majority of medi- 
cal men to think concisely in terms of major is- 
sues in this field and hence the need for concrete 
material. 

That there is some material in the book that 
will be indigestible to those of us raised up in the 
“medical mechanistic tradition” is to be expected. 
One is occasionally suspicious of the fact that 
over emphasis is placed upon certain facts simply 
to drive home the point that there is, as the au- 
thor quotes W. E. Ritter “neither purely psychic 
or purely physical illness but only a living event 
in a living organism, alive only because its psy- 
chic and somatic elements are united in a unity.” 
One cannot deny that the author has edited his 
material, but it has been done with clarity and 
conviction. The too few editorial comments b& 
speak authority. To those who feel the necessity 
to know more of the “psychic component” in dis- 
ease one cannot too strongly urge the reader to 
acquaint himself with this splendid study. 

I. L. Ropsins, M. D. 


Story of Medicine in the Middle Ages: 
Riesman, M. D., Se. D. New York. 
1935. Illus. pp. 402. Price, $5.00. 

A charming history which will be hailed by 
many who have been impressed with the urgent 
need for a book devoted wholly to the medical af- 
fairs of mankind in an epoch which, if not char- 
acterised by great progress, was certainly stamped 
with an unexcelled romanticism, uncanny subtlety 
and sterile dialectism. 

So thorough is the author’s acquaintance with 
his material that it requires no effort upon the 
part of the reader to hark back to those bygone 
centuries and once again see the medical world of 
yesteryear engaged in idle speculation and un- 
questioning authority. 

The many debatable features that are the joy 
of medievalists as the origin of syphilis, for ex- 
ample, are presented with skill and the pros and 
cons of the subject equally considered. If you 
wish to be pleasurably informed you cannot fail 
to avail yourself of the opportunity of the work 
of a distinguished clinician and a great historian. 

I. L. Rossrns, M. D. 


By David 
Hoeber, 


The Spleen and Resistance: By David Perla, M. D. 
and Jessie Marmoston, M. D. with a foreword 
by David Marine, M. D., Baltimore, The Wil- 
liams & Wilkins Company, 1935. Price $2.00. 

This brief monograph of nine short chapters and 
a resume is based upon an exhaustive and critical 
review of the literature by authors who are active 
workers in this field. Chapters are devoted to the 
following subjects: anatomy of the spleen, its path- 
ologic changes in the various infections, the spleen 
as a machrophage tissue, role in antibody forma- 
tion, effects of splenectomy upon natural resistance, 
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relation of spleen to acquired resistance in latent 
infection, compensatory changes following splenec- 
tomy, elements of spleen responsible for the pro- 
tective mechanism, and the variability in effect of 
splenectomy. 

The authors feel that the phagocytic functions 
of the spleen have been over emphasized, and 
that it is likely that its part in resistance may be 
played through subtle chemical mechanisms. The 
part played by the spleen in certain animals in 
keeping infections in a state of latency is probably 
the most spectacular protective function of the 
organ we know. 

In spite of this capable review of the 447 articles 
listed in the bibliography, it is obvious that state- 
ments of the exact function of the spleen in re- 
sistance to infection in man have yet to be made. 
Those who aspire to a grasp of the subject as it 
now stands, or plan to extend the present infor- 
mation will find the monograph of great help. 

Roy H. Turner, M. D. 


Tumors of the Urinary Bladder: By Edwin Beer, 
M. D., F. A. C. S. Baltimore, William Wood & 
Co. 1935. pp. 166. Price, $3.50. 

The value of monographs in modern medicine is 
being better appreciated by the profession at large 
and this tendency is manifest by the increasing 
number of such works in our modern libraries. 
This volume is an excellent example of the import- 
ant value that such a monograph possesses, as it 
is an excellent compend of the entire subject of 
bladder tumors. 

The experience of the author in this field is 
well recognized and he is rightfully entitled to 
bring together his experience over the past twenty- 
five years. 

The monograph is devoted entirely to epithelial 
growths and these are classified into three main 
groups: (A) Benign papollomata. (B) Papillary 
Carcinomata. 1. Superficial and 2. Infiltrating. 
(C) Non-papillary, infiltrating carcinomata. 

Thus, the author does not attempt to follow the 
classification by Broders, based on microscopinal 
studies of tumors removed by biopsy or by opera- 
tion, and states that the latter method is not reg- 
ularly successful, due to the personal equation of 
the microscopist leading to confusion and differ- 
ence in grading. 

The symptoms and diagnosis of bladder tumors, 
with stress on the value of cystoscopy and cyst- 
ography is considered, but the most important 
part of the book deals with the treatment of these 
growths. Transurethral treatment employing high 
frequency electro-coagulation and the introduc- 
tion of radium emanation seeds by the trans- 
urethral and suprapubic routes are discussed in 
detail. Partial and complete cystectomy in the 
treatment of infiltrating growths occupy the re- 
minder of the book. In connection with total 
cystectomy, the author prefers to dispose of the 
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ureters by implanting them into the skin rather 
than by implantation into the bowel. In discuss- 
ing the latter operation he advises that the right 
ureter be implanted into the ascending colon, a 
procedure which has been shown to lead to com- 
plete destruction of the involved kidney. 

CHARLES EnLert, M. D. 





Human Pathology: By Howard T. Karsner, M. D., 
with an introduction by Simon Flexner, M. D., 
4th ed. rev. Philadelphia, J. B. Lippincott 
Co. 1935. pp. 1013. 

The appearance of four editions in less than 
ten years proves the popularity that Karsner’s 
book on Human Pathology enjoys amongst Ameri- 
can teachers and students. Written in a clear, 
concise and fluent style, it contains in less than 
1,000 pages all the fundamentals that a physician 
should know about the mechanism of disease and 
its production. Divided into two major divisions 
of General Pathology and Systemic Pathology, se- 
quential arrangement of the chapters make the 
book especially adaptable for teaching, each chap- 
ter being a well organized presentation of differ- 
ent aspects of pathology. In the part given over 
to special pathology, much reference is fortunately 
made to the clinical manifestations and features 
of the pathological lesions, and these are discussed 
in a masterful and authoritative manner. The 
fourth edition includes the most recent advances 
in all fields of pathology and the inclusion of ex- 
tensive bibliographic references makes the work 
a truly modern textbook which can be highly re- 
commended to the graduate student, and the prac- 
titioner as well as the beginning student of medi- 
cine. 

EMMERICH VON HAAM, M. D. 


A Text-book of Fractures and Dislocations: By 
Kellogg Speed, M. D., Philadelphia. Lea and 
Febiger, Third Edition, 1935. pp. 1000. Price 
$11.00. 

Since 1928, the year the preceding edition of this 
book was. published, acceptable improvements 
have been popularized in methods of managing va- 
rious fractures. Long a popular text-book, this 
edition is brought up to date and shows that Dr. 
Speed is not unaware of progress in methods he 
formerly used. 

The description of the mechanism of skull frac- 
tures is excellent. Less praise is due the discus- 
sion of the therapeutics of craniocerebral injuries. 
Other good chapters are those dealing with carpal 
injuries and injuries to the femur. The number 
of recent volumes on fractures and dislocations 
make selection for excellence more difficult. With 
this edition Kellogg Speed’s book remains one of 
the best. The subject of fractures and disloca- 
tions is covered very completely and the book is 
amply illustrated. 

Howarp R. Marsorner, M. D. 
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Diagnostic Criminology: By Lewell S. Selling, M. 
D., Ph, D., D. N. B., Ann Arbor Michigan, 1935. 
Edwards Brothers, Inc., pp. 175. Price, $2.25. 

This little volume, which is a first edition and 
limited to 350 copies, intrigues one for several rea- 
sons. It represents a distinct innovation in the 
publisher’s art, as it is produced by lithoprinting 
rather than by the more conventional manner. 
Lithoprinting is equally as satisfactory as print- 
ing, and can be produced and sold more cheaply. 
The physician has borne an undue burden in the 
expense of scientific books that often recline on 
bookshelves after having been once read, or partly 
read, so we should welcome any effort to reduce 
the cost of material for our libraries. The litho- 
printing of Dr. Selling’s book is quite satisfactory 
and can be easily read. I trust we shall see more 
books published in this form. 

Diagnostic Criminology is prepared for the 
psychiatrist who wishes to improve his approach 
to the medico-legal problems, especially as repre- 
sented by the adult criminal and his progenitor, 
the juvenile offender. In recent years the demand 
for well-trained medical criminologists has ex- 
ceeded the supply of well-trained psychiatrists with 
necessary court experience. The author hopes that 
this volume will be of assistance in developing the 
proper method of studying the problem presented 
by anti-social individuals. Young lawyers, psy- 
chologists, physicians, and sociologists interested 
in this new and important field may learn much 
from this book. 

Chapter II gives the historic introduction to the 
problem of criminology and gives a good outline 
of the criminal gradually becoming more and more 
a medical problem, until at the present time psy- 
chiatric interpretation of abnormal or illegal be- 
havior is deemed necessary for the proper hand- 
ling of those who act contrary to approved ways. 

Chapter III describes the examination of the 
adult offender, and the procedure followed in sev- 
eral states is given. A social history, careful 
physical examination, with laboratory investiga- 
tion as indicated, and a psychiatric examination, 
are required to obtain a proper conception of the 
criminal and the motivating factors that caused 
him to become an object for legal consideration. 
This chapter is well done, but stresses too little, in 
many instances, prolonged observation or often re- 
peated interviews or examinations before an ade- 
quate interpretation of the criminal can be given 
to the court. 

The method of study of the juvenile offender is 
that followed by child guidance clinics. The social 
history, the psychological examination, the thor- 
ough physical examination, and lastly the psy- 
chiatric examination of the child himself are pro- 
perly outlined as the approved method of study 
of the juvenile offender. 


Important syndromes of both adult and juvenile 
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offenders are described. These case records may 
be interesting to the novice, but are of no par- 
ticular value to the experienced psychiatrist. 

Diagnostic Criminology as an outline of medical 
study of criminals and their acts is valuable, and 
can be read with much benefit by anyone enter- 
ing this field. 

C. S. Hoisrook, M. D. 





Public Health Administration in the United States: 
By Wilson G. Smillie, A. B., M. D., Dr. P. H. 
New York, The MacMillan Company. pp. 458. 
Price $3.50. 

This book summarizes in a very excellent man- 
ner the various phases of public health adminis- 
tration as practiced in the United States. Any 
one who has any knowledge of public health 
practice will readily realize the value of setting 
forth in one volume an epitome of the most worth 
while methods of practice. The book comes at 
an opportune time because of the increasing in- 
terest in the development of public health activi- 
ties through Federal aid. 


The book is divided into four parts. The first 
deals with the functions of a health organization 
and the history of public health adminisfration in 
the United States. The second part describes in 
more detail the administrative features of com- 
municable disease control. The third part de- 
scribes the basic activities of a health organiza- 
tion, i. e. vital statistics, epidemiology, the labora- 
tory, public health nursing, child hygiene, sanita- 
tion, and other activities. The fourth part de- 
scribes the organization of public health programs. 
The Federal, State, and local organizations are 
outlined. The growth and development of volun- 
tary or non-official health organizations and their 
functions are also presented. A very valuable 
chapter on the relation of the practicing physi- 
cian to health departments is included. Some cot- 
sideration is also given to the appraisal of health 
activities and the training of personnel. 

The value of the book is enhanced by its excel- 
lent printing and illustrations, its references, and 
a good index. The book can be recommended 
without hesitation to any person interested in the 
administrative features of public health. 

C. C. DAver, M. D. 


The Treatment of Diabetes Mellitus: By Elliott 
P. Joslin, M. D., M. A., with the cooperation 
of Howard F. Root, M. D., Priscilla White, 
M. D., and Alexander Marble, M. D. 5th Ed., 
Rev. & Rewritten. Philadelphia, 1935. Lea 
& Febiger. Price, $6.00. 

There has been in the past generation, perhaps 
no other field of medicine in which a single mono- 
graph has been predominant as has Joslin’s Treat- 
ment of Diabetes. To it all students of diabetes 
have turned for instruction and guidance. Within 
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its covers there has been found the latest, best and 
most comprehensive information on all aspects of 
the subject,—history, pathology, morbid physiol- 
ogy, theories and practical clinical data. 

This new edition has been so largely rewritten 
and rearranged that it almost constitutes a new 
book. Some idea of the extent of the revision 
may be given by the fact that this fifth edition 
has 620 pages whereas the fourth edition had 998 
pages. The constant development of new material 
demanding inclusion had made a radical rear- 
rangement imperative if both of the other alter- 
natives, (1) an unduly bulky volume, (2) the ex- 
clusion of important material, were to be avoided. 
A careful comparison of the two editions has 
served to show how successful and satisfactory 
has been the choice of matter to be retained and 
how pleasing the manner of rewriting. Drs. How- 
ard Root, Priscilla White and Alexander Marble 
have contributed a number of the important new 
chapters. 

I. I. LEMANN, M. D. 


Laboratory Methods of the United States Army. 
Edited by James S. Simmons, Philadelphia, Lea 
& Febiger, 1935, pp. 1091. Price $6.50. 

This fourth edition of the laboratory methods 
in use in the special training courses given in the 
Army Medical School is, as one would expect, 
thorough, competent and complete. 

No effort has been made to sacrifice the 
theories or concepts of fundamentals for brevity, 
and as a result the reader can definitely interpret 
the findings. This is particularly exemplified in 
the 39 pages devoted to the determination of liver 
functioning. 

An interesting feature is the section on statisti- 
cal methods. The application of mathematics to 
analysis of experimental or clinical data is usual- 
ly ignored by the average medical enthusiast. The 
lack of appreciation of such “figures” largely ac- 
counts for the short life of many of our theories 
and deductions. 

As a reference book to nearly all that pertains 
to clinical pathology in its broadest sense, this 
volume has few equals. 

F. M. Jouns, M. D. 


The Doctor and the Public: A study of the Socio- 
logy,, Economics, Ethics and Philosophy of 
Medicine, Based on Medical History: By James 
Peter Warbasse, M. D. New York, Paul B. 
Hoeber, Inc. 1935. pp. 572. Price $5.00. 

This charming romance of the genesis and 
evolution of medicine in its several aspects, is 
presented in a most beautiful style. One is quick- 

ly impressed with the fact that the author is a 

scholar, amply endowed with the happy faculty of 

expressing himself in a manner at once stimulat- 
ing, engaging and entertaining. Space will not 
permit a detailed account of the subject matter. 
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One important fact is developed, however, that 
medicine, from being an individual and isolated 
thing, has now become part and parcel of our 
civilization. Many may not agree with the remedy 
which the author prescribes for the future of 
doctors and medicine but none can question his 
sincerity and conviction when he trenchantly and 
factually states that the future of the profession 
lies in cooperative organizations voluntarily formed 
and free of any political influence. He feels that 
such societies offer the only’ salvation of the 
medical profession; that if the doctor does not 
take matters into his own hands and so shape his 
individual and collective destiny, then the govern- 
ment, urban, state or national will sooner or later 
come to control his professional life at a definite 
disadvantage to himself and his public. Unques- 
tionably, this book should be read by all interested 
in the relationship of the doctor and the public. 
I. L. Ropsrins, M. D. 





Classical Contributions to Obstetrics and Gyne- 
cology: By Herbert Thoms, M. D., with a fore- 
ward by Howard A. Kelly, Springfield, Ill. 
Charles C. Thomas, 1935. pp. 265. por. Price 
$4.00. 

Few publishers have had the satisfaction of of- 
fering to the profession volumes of medical 
classics which approach in quality and enjoyment 
those which bear the mark of Charles C. Thomas. 
The reception accorded classical descriptions of 
Diseases, Selected Readings in Pathology and 
others, undoubtedly influenced the publishers to 
add to the series. 

This book marks another venture into obstetri- 
cal history for Herbert Thoms. It is larger and 
more comprehensive than his previous Chapters 
in American Obstetrics and is modelled to the 
pattern established by Majors Classical Description 
of Diseases. It contains the more notable contri- 
butions to the two sciences of obstetrics and 
gynecology, in the original wording of their crea- 
tors, with short biographical sketches of the life 
from whence each came. 

The chapters are arranged so as to group the 
material into general subjects and, in these various 
groupings, the essays are presented in chronologi- 
cal order. As an example, the chapter upon 
puerperal fever contains the writings of Hippo- 
crates, Alexander Gordon, Charles White, Holmes, 
Semelweiss, and Pasteur upon this subject. As 
the reader progresses, he leaves Gordon who first 
demonstrated the infectiousness of the condition, 
to find Holmes who shows its contagiousness and, 
with Semelweiss, traces the modes of transmission, 
and finally reads the words of Pasteur describing 
the experiments which proved beyond question 
the source and nature of the disease, and the 
most commonly responsible organisms. 

The names of a few, such as Smellie, Harvey, 
and Mauriceau, in accordance with their greatness, 
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appear in more than one chapter. The biographi- 
cal sketches are fairly complete, considering their 
brevity, and are amply sufficient for their pur- 
pose. 

The contributions to gynecology are all con- 
tained in ome short chapter and this subject 
has been slighted for its older associate. Papers 
by McDowell, Nathan Smith, Atlee, Sims, Tait, 
Wells, and Noeggerath are included in the group. 

No living authors are represented and no ma- 
terial written since 1900 is used. This, in part, 
may explain the shortness of the chapter devoted 
to gynecology. Future generations will, no doubt, 
add many names, well known in the past thirty- 
five years, to the author’s list. 

The book leaves one hungry for more. 

Perry THomas, M. D. 
Diseases of the Liver, Gallbladder, Ducts and 
Pancreas, their Diagnosis and Treatment: By 
Samuel Weiss, M. D., F. A. C. P. New York, 
Paul B. Hoeber, Inc., 1935. pp. 1099. Price 
$10.00. 

One cannot appreciate the tremendous amount 
of labor that Dr. Weiss must have devoted to the 
preparation of this magnificent book, until the 
table of contents is noted. It should become a 
standard book of reference. If anything that has 
to do with the diagnosis and treatment of diseases 
of the liver, biliary system and pancreas, has 
been omitted, it must be reckoned as either of 
no consequence or as an omission on the part of 
the publisher. The set-up of the book is in the 
true Hoeber tradition, which leaves little to be 
desired, except that its approximate 1200 pages 
make it quite cumbersome and somewhat 
venient for armchair study. 
to references is arranged according to 
and comprises 92 pages. In addition there is a 
detailed table of contents with both a personal 
name and a subject index. There are several 
hundred illustrations and diagnostic and _ thera- 
peutic procedures are fully given. The chapter 
on surgery is by J. P. Grant, M. D. and that on 
roentgenology by A. J. Quimby, M. D. The re- 
viewer cannot attempt to give an adequate re- 
view of the subject matter. It is his opinion that 
the author has held himself aloof from any partisan 
participation in controversial matters and has 
presented opposing opinions and theories fully 
and fairly. He presents a great deal of his own 
material and refers freely to the literature in 
the discussion of diseases treated in the book. 
One might find, here and _ there in the book, 
statements to which exception might be taken, 
but that does not detract from the fact that this 
splendid volume must prove of inestimable value 
and importance to those of us who still have to 
go to books to procure the clarifying force of the 
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authority, who is able to-separate the true grain 
from the tremendous amount of chaff that ap- 
pears in print. 

I. L. Ropsins, M. D. 


Textbook of Attendant Nursing: By Katharine 
Shepard, R. N. and Charles H. Lawrence, M. 
D., F. A. ©. P. New York, The Macmillan 
Company, 1935. pp. 433. Price $3.00. 

This volume, intended as a text-book for student 
nurses, combines sections on Anatomy, Physiology, 
Diseases, Dietetics, and Nursing Procedure, grouped 
according to subject. It should help to simpliy the 
teaching of what is generally needed in the daily 
routine of hospital or home nursing, and should be 
of especial value to nurses doing household nurs- 
ing. The arrangement is simple and ideal. 


JUSTINE O’Brien, R. N. 
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